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uninterrupted therapy is the key factor in diuretic control of 


congestive failure. You can prescribe NEOHYDRIN 


every day, seven days a week, as needed. 


TABLET 
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NEOHYDRINé 
BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI- 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

a facilities are afforded for recreational and occupational therapy, particularly out 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


Ted Hoyer & Company = 7 here's little physical effort, there’s no fear, 
L I F T E R when you move the patient with a 
HOYER HYDRAULIC LIFTER 


It is simple in design and operation, and has been used 
successfully on handicaps of all kinds... .A few easy 
strokes lifts the patient. ... When the attendant turns 
the release valve knob, the patient sinks down gently 
on the bed. The Lifter is able to lower the patient to 
the floor or to raise him to a toilet, bathtub, chair, 
hammock or car. The adjustable width base allows 
patients to be taken through narrow doors, or to be 
made wider to allow the use with wide wheel chairs. 


HAS MANY USES e DOES ALL THE WORK 
COMPACT AND PORTABLE 


Hoyer Lifter With Standard U-Base, 
5” Casters, Wide and Narrow Slings $165.00 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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THE GUIDING PRINCIPLE OF 
THE BLUE SHIELD» PLAN OF 
HOSPITAL SAVING ASSOCIATION 

IS A SORT OF MONETARY OATH 

OF HIPPOCRATES. IT IS AN HONEST 

STANDARD OF OPERATION WHOSE 

ONLY GOAL IS THE WELL-BEING 

OF THE MEMBER-PATIENT. 
PERHAPS THAT IS WHY HOSPITAL 
SAVING CONTINUES TO MAIN- 
TAIN ITS POSITION OF LEADER- 

SHIP IN NORTH CAROLINA. 
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The individualized formula is 
the foundation of the infant’s health 


and future well being 


Karo Syrup...a carbohydrate of choice 
in “milk modification" for 3 generations 


. 


Ideal practice dictates periodic adaptation of the individualized 
formula to the growing infant rather than the infant to the 
formula. With Karo, milk and water in the universal prescription, 
the doctor can readily quantitate the best formula for the infant. 
A successful infant formula thus lays the foundation for early 
introduction of semi-solid foods in widening the infant’s spectrum 
of nutrients. 

Karo is well tolerated, easily digested, gradually absorbed at 
spaced intervals and completely utilized. It is a balanced fluid 
mixture of maltose, dextrins and dextrose readily soluble in fluid 
whole or evaporated milk. Precludes fermentation and irritation. 
Produces no intestinal or hypoallergenic reactions. Bacteria- 
free Karo is safe for feeding prematures, newborns, and infants 
—well and sick. 

Light and dark Karo are interchangeable in formulas; both 
yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 


Behind each bottle three generations of world literature 
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Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 


allergies... 


Supplied : 

5 mg. tablets in bottles of 50 
10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


@®REGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTISONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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Eye ground changes after 
Keith-Wagener-Barker classification 


In hypertension, effective reduction of blood pressure is assured 
in 90% of appropriate cases when dosage is fitted to the require- 
ments of the individual patient. Response is reliable, uniform, 
prolonged. By-effects are minimal. Convenient t.i.d. oral tablet 
medication. 


There is usually regression in retinal vascular changes, resorp- 
tion of exudates, subsidence of papilledema, and improvement in 
vision. 

For a clinical supply of 20 mg. Ansolysen Tablets, sufficient to 
initiate therapy for two patients, write on your prescription blank 
to Wyeth Laboratories, Professional Service Department A-6. 


Supplied in scored tablets of 20, 40, and 100 mg., bottles of 100. 
Also available: Injection, 10 mg. per cc., vials of 10 cc. 


SOLYSEN 


TARTRATE (Pentolinium Tartrate) 


ALWAYS LOWERS BLOOD PRESSURE 


® 
Philadelphia 2, Pa, 
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wide spectrum of effectiveness 
rapid diffusion 

prompt control of infection 
minimum side effects 


the decision often favors 


HYDROCHLORIDE 
TETRACYCLINE HCI LEDERLE 


Compared with certain other antibiotics, ACHROMYCIN offers a broader spectrum of 
effectiveness, more rapid diffusion for quicker control of infection, and the distinct advan- 
tage of being well tolerated by the great majority of patients, young and old alike. 


Within one year of the day it was offered to the medical profession, ACHROMYCIN had 
proved effective against a wide variety of infections caused by Gram-negative and 


Gram-positive bacteria, rickettsiae, and certain viruses and protozoa. 


With each passing week, acceptance of ACHROMYCIN is still growing. ACHROMYCIN, 


in its many forms, has won recognition as a most effective therapeutic agent. 


LEDERLE LABORATORIES DIVISION ameascaw Ganamid company Pearl River, New York 


#REG. U. S. PAT. OFF. 
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Every 
nurse quickly 
understands 


these simple 
feeding 
directions 


More and more doctors are making Baker’s Modified Milk their routine 
feeding in hospitals. With Baker’s: 

1. Feeding directions are simple — there’s little chance of error. 

2. Highest quality is assured. Grade A Milk*— First in infant feeding. 


3. A more than adequate protein is provided for proper nourishment. 


4. The fats are well-tolerated because of the complete replacement of butter- 
fat with clinically-proven vegetable and animal fats. 


5. All known essential vitamins are provided in the amounts customarily 


BAKER'S MODIFIED MILK taken by infants through fortification with synthetic vitamins. 

ode Nee eee. Baker's is supplied gratis to all hospitals, so you can readily leave instruc- 
which has been modified by tions to have your babies put on Baker’s. 


replacement of the milk fat with 
vegetable and animal fats and by 


Baker's Modified Milk 


MAIN OFFICE: CLEVELAND 3, OHIO PLANT: EAST TROY, WISCONSIN 
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the patient with 


Therapeutic amounts f 


of B-complex, C and K vitamins 
should be administered af 
during periods of physiologic 
stress, including infections” 
susceptible to such potent. ° 
antibiotics as Terramycin,®* 
Tetracyn®{ and penicillin. 
\The NationalResearch 
uncil reéommends this 
as ®routine 
measwre in the 
management of 
patients with 
severe infections. 


Pfizer 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Cyas\Pfizer & Co., Inc. 
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pedigree 
Only a flawless pedigree — a long and illus- 


trious ancestry of purebreds — can produce 
a champion show dog. 


Only audivox in the hearing-aid field can trace an 
ancestry that includes both Western Electric and Bell 
Telephone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
furthered by the development of the hearing aid at Bell 
Telephone Laboratories, brought to fruition by Western 
Electric and audivox engineers. 


Successor to Hearing Aid Division 
123 Worcester S$‘, Boston, Mass, 


all-transistor 
Model 72 
by Audivox 


audivox presents a versatile new tool in the psycho- 
logical and somatic management of hearing loss — the 
Model 72 ‘“‘New World." Because it departs completely 
from conventional hearing-aid appearance, this tiny 
“prosthetic ear’ may be worn as a barrette, tie clip, or 
clasp without concealment. Resultant benefits include 
new poise and new aural acuity for the wearer through 
free-field reception without clothing rustle. 


MANY DOCTORS rely on career Audivox dealers 
for conscientious, prompt attention'.to their 
patients’ hearing needs. There is an Audivox 
dealer — chosen for his interest, ability, and 
integrity —in your vicinity. He is listed in the 
Hearing Aid section of your classified telephone 
directory, under Audivox or Western Electric. 


the pedigreed hearing aid. 
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For Nasal Congestion 
in THE COMMON COLD 


Physiologically acceptable Neo-Synephrine 
hydrochloride solution promptly constricts the 
engorged nasal capillaries which are responsible 
for nasal congestion in the common cold. When 
the nasal mucosa is reduced to its normal state, 
the nasal passages resume their proper patency, 
drainage is possible, and the patient can again 
breathe freely. 

By its shrinking action on the nasal mucosa, Neo- 
Synephrine helps to keep the sinuses aerated 
and the openings to the eustachian tubes clear. 
Neo-Synephrine within minutes produces decon- 
gestion that lasts for hours. ee 


Ss 


® 
NEO-SYNEPHRINE’| 
Hydrochloride 
0.25%, 0.5% and 1% Solution 
Na: Nasal Spray — Plastic Squeeze Bottle 
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READING TIME—1 MINUTE 


A FEW FACTS FOR THE 
BUSY DOCTOR WHO WANTS THE 


Latest About 
Cigarettes 


Your patients are interested in cigarettes! composed of a pure white non-mineral cellu- 

From the large volume of writing on this sub- lose acetate. They provide the maximum 

ject, Brown & Williamson Tobacco Corp. filtering efficiency possible without affecting 

would like togive youafewfactsabout Viceroy. _ the flow of smoke or the full flavor of Viceroy’s 
Only Viceroy gives you, your patients, and quality tobaccos. 

all cigarette smokers 20,000 Filter Traps in Smokers report Viceroys taste even better 

every filter tip. These filter traps, doctor, are than cigarettes without filters. 


ONLY VICEROY GIVES YOU 


20000 Filter Traps 


IN EVERY FILTER TIP 


TO FILTER-FILTER-FILTER 
YOUR SMOKE 
WHILE THE RICH-RICH 
FLAVOR COMES THROUGH 


Filter Tip 


World's Most Popular Filter Tip Cigarette 


ViCEROY 


Tilter Tip 
| CIGARETTES 
| KING-SIZE 


Only a Penny or Two More Than Cigarettes Without Filters. 
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Hydr 


In rheumatic fever early therapy 
may prevent residual cardiac damage’ 


Most clinicians agree that HypROcORTONE like 
cortisone produces prompt suppression of the 
extra cardiac manifestations of rheumatic fever. 
Agreement is also general that adequate hormo- 
nal therapy favorably influences pericarditis, 
prolonged PR interval and congestive failure 
(when sodium intake is restricted). While less 
unequivocal there is considerable evidence that 
adrenocortical therapy also suppresses tachy- 
cardia, gallop rhythm and overactivity.” 

The main point in question remains the ability 
of HyDROCORTONE or CORTONE to prevent val- 
vulitis. On this score, Kroop! in a recent study 
of 56 patients with rheumatic fever concludes 
“A two-year follow-up of patients who had sus- 
tained initial attacks of carditis indicates that 
early treatment with large doses may prevent 


Cortone 


(HYDROCORTISONE, MERCK) 


residual cardiac damage.’ This conclusion is 
further supported by a recent review*® which 
states “‘. .. many of the reported poor responses 
of rheumatic fever to treatment occurred in cases 
in which either very small doses of the hormones 
were used or treatment was continued for only a 
short period of time.” 

SUPPLIED: HyprocorTonE Tablets: 20 mg.» 
bottles of 25, 100 and 500 tablets; 10 mg., bottles 
of 50, 100 and 500 tablets; 5 mg. bottles of 50 


PHILADELPHIA 1, PA 
DIVISION OF MERCK &@ CO., ING, 


REFERENCES: 1. Kroop, I. G., N. Y. State J. Med. 54:2699, Oct. 1, 1954. 2. Heffer, E. T. et al., 
J. Pediatrics 44:630, June 1954. 3. Massell, B. F., New England J. Med. 251:263, Aug. 12, 1954, 
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METACORTANDRACIN SCHERING 


new crystalline 


adrenocorticoid 


first discovered and 
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Continuing clinical and laboratory studies'’ confirm that 
METICORTEN is strikingly effective in the treatment of 


rheumatoid arthritis and other so-called collagen diseases. 


METICORTEN”™ is being made available as 5 mg. scored 
tablets, bottles of 30. In the treatment of rheumatoid ar- 
thritis, dosage of METICORTEN begins with an average of 
20 to 30 mg. (4 to 6 tablets) a day. This is gradually 
reduced by 214 to 5 mg. until maintenance dosage of 5 
to 20 mg. is reached. The total 24-hour dose should be 
divided into 4 parts and administered after meals and at 
bedtime. Patients may be transferred directly from hydro- 
cortisone or cortisone to METICORTEN without difficulty. 


1. Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J:A.M.A. 757:311 
(Jan. 22) 1955. 


2. Waine, H.: Bull. Rheumat. Dis. 5:81 (Jan.) 1955. 
3. Herzog, H. L., and others: Science /2/:176 (Feb. 4) 1955. 


now available on prescription 


SCHERING CORPORATION + BLOOMFIELD, N. re 


*T. M. Schering 
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HOURS 2 
7 12 
BREAKFAST LUNCH DINNER 
REGULAR OR PROTAMINE TE ILETIN 
UNMODIFIED INSULIN ZINC INSULIN (INSULIN, LILLY 


Lente Iletin (Insulin, Lilly 


Another step toward the ideal Insulin 
Simplified administration—Only one injection a day con- 
trols the majority of diabetic patients. 


Simplified therapy—Approximately 85 percent of all diabetic 
patients can be treated with Lente Iletin (Insulin, Lilly) alone. 


Simplified formula—Lente Iletin (Insulin, Lilly) is the only 
intermediate-acting Insulin free of foreign modifying proteins. 


Simplified identification—The new distinctive ‘‘Hexanek” 


bottle makes identification easy. 
an stren 


at all pharmacies. 


Write for descriptive literature today. 


ELI LILLY AND COMPANY ee INDIANAPOLIS 6, INDIANA, U.S.A. 


| : a preferred basic Insulin for all diabetics _ i; 
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RUPTURE OF THE PREGNANT UTERUS 
WITH PRESENTATION OF SEVEN 
PATIENTS 


S. L. PARKER, M.D.* 
R. T. PARKER, M.D.* 
and 
F. H. FULLER, M.D.* 


KINSTON 


At 2:45 A.M. on June 4, 1953 Mrs. D. W. 
G. was awakened with severe pain in the 
left lower quadrant of the abdomen and 
back. The patient had a post-cesarean uterus, 
and was being observed in our hospital for 
mild irregular contractions in the thirty- 
second week of pregnancy. One of the au- 
thors was called at 3 A.M. and given the 
findings. In anticipation of the possibility of 
a rupture of the uterus, the operating room 
nurses were alerted immediately and the lab- 
oratory technician recalled to release the al- 
ready cross-matched blood. Examination re- 
vealed the blood pressure to be 120 systolic, 
80 diastolic, the pulse 84, respirations 20. 
The patient’s color was good, but she was 
quite apprehensive. The uterus was ex- 
tremely tense and board-like, with a soft 
tender area in the left lower segment. The 
fetal heart sound was audible. There was a 
small amount of vaginal bleeding. On rectal 
examination the cervix was found to be di- 
lated 1 cm., with the presenting part high 
and not fixed. The impression was ruptured 
uterus and possible partial separation of the 
placenta. The administration of whole blood 
was started immediately. Within one hour 
after the onset of symptoms the abdomen 
was opened under cyclopropane anesthesia. 
A small amount of free blood was found in 
the abdominal cavity. The old classic cesar- 


Presented before the Society of Obstetrics and Gynecology, 
Mid Pines, North Carolina, May 2, 1954. 
*From the Department of Obstetrics and Gynecology, Lenoir 


Memorial Hospital, Kinston, North Carolina. 
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ean section scar was intact. The rupture was 
located in the lateral surface of the uterus 
medial to the insertion of the round liga- 
ment and tube, and was filled with placental 
tissue. A classic incision was made, and a 3 
pound, 15 ounce premature living male in- 
fant was delivered in good condition. A total 
hysterectomy was then performed. The pa- 
tient received 1,500 cc. of whole blood dur- 
ing the procedure, withstood the operation 
well, and made an uneventful recovery. The 
baby did well. Another baby and mother had 
been saved despite a ruptured uterus, The 
immediate diagnosis, the rapid replacement 
of blood, and the prompt operation marking 
this case are the heroic steps necessary to 
save a baby and a mother with an early rup- 
ture of the pregnant uterus. The high inci- 
dence of this complication encountered in our 
practice during the past four years and the 
surprising salvage rate obtained have 
prompted this paper. 


Incidence 


At Lenoir Memorial Hospital in the four 
year period 1950-1953, there were 3,212 de- 
liveries. During the same period 49 cesarean 
sections were performed, making an inci- 
dence of 1.5 per cent. There were 28 (58 
per cent) primary and 21 (43 per cent) re- 
peat cesarean sections. There was a total of 
34 previous cesarean section patients among 
the 3,221 deliveries. Thirteen previously sec- 
tioned patients were delivered vaginally—an 
incidence of 38 per cent. Cosgrove”), report- 
ing on the obstetric future of patients having 
cesarean sections, gives the following per- 
centages of vaginal deliveries after cesarean 
section: Jefferson 16 per cent, Margaret Ha- 
gus 35.8 per cent, Lewis Memorial 32.6 per 
cent, and New York Lying In 38.7 per cent. 

During the same period in our hospital, 
there were 7 ruptured pregnant uteri, for an 
incidence of 1 to 460 deliveries. This figure 
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Table 1 
Incidence of Cesarean Sections and Ruptured Uteri 


CESAREAN SECTIONS VAGINAL DELIVERIES 


: 
~ a < 
1959 632 8 4 1.9 7 3 1 
1951 772 7 6 1.7 8 2 1 
1952 879 8 2 1.1 5 3 1 
$221 28 21 1.55 34 13 7 
49 
*Three of the seven ruptured uteri occurred in post-cesarean 
patients. 


is even more startling when we consider that 
in 1953 alone there were 4 ruptured uteri in 
938 deliveries, for an incidence of 1 to 235 
deliveries. Table 2 shows comparable data 
collected by Brierton®’, Ingram), Beacham’, 
and Donnelly‘. 


Our incidence of ruptured uteri is high 
when other statistics are compared. The only 
explanation is that the short interval of time 
involved and the small number of total de- 
liveries cause the statistics to appear mis- 
leading. Two of the 7 patients were referred 
after the rupture had taken place. 


Clinical Data 

Examination of our clinical material re- 
veals that all 7 of the patients were multi- 
parous, as is usually the case. There were 5 
spontaneous ruptures. Three of these oc- 
curred in previously sectioned patients, 1 at 
32 weeks, 1 at 36 weeks, and 1 at 40 weeks. 
Another occurred in a precipitous labor cul- 
minating in spontaneous delivery, and the 
other took place in a patient referred from 
another hospital after the uterus had ob- 
viously ruptured two days previously. There 
were 2 manipulative ruptures. One followed 
a breech extraction of a hydrocephalic infant. 
with laceration of the cervix and lower seg- 
ment. The other followed a breech extraction 
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of a premature infant through an old lacer- 
ated and incompetent os. One rupture oc- 
curred before admission and 6 after admis- 
sion. The site of rupture was the lower seg- 
ment in 3 patients and the upper segment in 
4. 

There was no delay. in diagnosis in 4 pa- 
tients and definite delay in 3. The infants of 
the 4 patients with immediate diagnosis sur- 
vived, while those of the patients with a 
delayed diagnosis died. There was no mater- 
nal death. Three of the infants did not sur- 
vive, for a 43 per cent infant mortality, and 
the 3 infants that died included a hydroce- 
phalic stillborn, giving a corrected infant 
mortality of 29 per cent. If the patient whose 
baby died prior to admission from another 
hospital was deleted from the statistics, the 
infant mortality related to our direct man- 
agement would be only 14.3 per cent. 


The Importance of Early Recognition 
and Treatment 

The seriousness of this obstetric accident 
is emphasized by Eastman'"’, who stated that 
rupture of the uterus is responsible for at 
least 5 per cent of maternal deaths, and 
Beacham), who concluded that each year 
more than 200 women in the United States 
lost their lives because of this complication. 
All recent authors recognize the importance 
of early diagnosis and active treatment. In 
1952, Ingram, Alter and Carter’, in an en- 
lightening study of occult rupture of the 
pregnant uterus, pointed out that the diag- 
nosis is often obscure, and early recognition 
is often difficult. The maternal mortality 
rate of rupture of the uterus, now one of the 
highest of any obstetric complication, can 
be substantially reduced by earlier diagnosis 
of occult rupture, which, they emphasized, 
must be considered frequently in order to be 
made early. 

Gordon and Rosenthal’, in an analysis of 
30 puerperal deaths due to ruptured uteri 
occurring in Brooklyn during a 6-year period, 


Table 2 
Rupture of the Pregnant Uterus 

Author Period No. Deliveries No. Incidence 
Sheldon 1918-1934 37,554 26 1:1829 
Delfs and Eastman 1920-1945 57,574 53 1:1010 
Dugger 1931-1941 318,103 105 1:3029 
Brierton 1932-1946 111,753 57 1:1961 
Donnelly 1931-1948 101,127 39 1:2593 
Ingram, Alter, and Carter 1931-1950 16,654 13 1:1281 
Beacham and Beacham 1913-1950 127,522 96 1:1328 
Present Study 1950-1953 3,221 7 1:460 
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found that only 12, or 40 per cent, of the 
cases were diagnosed early enough for suc- 
cessful treatment. In the present study, dur- 
ing the past four years the 100 per cent sur- 
vival rate of the mothers and the 71 per cent 
survival of the babies is attributed to prompt 
diagnosis and early institution of active 
treatment. 

The importance of prompt and adequate 
whole blood replacement cannot be overem- 
phasized. In the 30 deaths studied by Gordon 
and Rosenthal'*), only 3 patients received ad- 
equate transfusions. With effective present 
day antibiotics to combat infection, delay in 
diagnosis and inadequate blood replacement 
account for the large majority of the mater- 
nal deaths. Beacham") reported that the es- 
tablishment of the residency system, the 
blood banks, and immediate therapeutic ac- 
tion had reduced the maternal mortality in 
ruptured uteri in the Charity Hospital from 
61 to 12 per cent. 


Symptom-Complexes Encountered: 
Classic Type 


The most interesting and illuminating 
findings in the review of these 7 patients has 
been the varied and yet definite symptom- 
complexes exhibited. Only one patient, no. 
1, presented the classic symptomatology of 
the ruptured pregnant uterus as it is gener- 
ally taught. This patient had prolonged ex- 
cruiating abdominal pain, followed by ces- 
sation of contractions, absence of fetal heart 
sounds, palpable fetal parts, and profound 
blood loss and shock. There was a seven hour 
delay in diagnosis. This patient’s baby per- 
ished, and we are indeed fortunate to have 
a living mother. 


Case 1 


The patient, a 24 year old white woman, para 
1-0-1, was admitted to the hospital on August 5, 
1950, in active labor. The expected date of confine- 
ment was September 4, 1950. The patient had had a 
previous cesarean section for placenta previa six 
years previously in another hospital. The postpartum 
course was said to have been uneventful. 

This pregnancy was normal until the onset of 
premature labor at 36 weeks. Previous pelvimetry 
had proved to be adequate, and a trial of labor was 
elected. During the first 12 hours after admission 
contractions were fairly forceful, and labor pro- 
gressed slowly up to 5 cm. dilation of the cervix, 
with the vertex in the left occiput anterior position 
at station 1 plus. At 4 a.m. on the following day, 14 
hours after the onset of labor and seven hours prior 
to operation, the patient began to complain of severe 
pain in the lower abdomen, became nauseated, and 
vomited. Contractions continued at three to four 
minute intervals, the fetal heart sound remained 
good, and the blood pressure and pulse were un- 
changed. By 9:30 a.m. the blood pressure was showing 


SYMPOSIUM ON OBSTETRICS 121 


a definite drop, concomitant with a rise in pulse 
rate and paleness in color. Contractions were still 
present, and the fetal heart sound was still audible. 
There was no vaginal bleeding. A diagnosis of rup- 
ture of the uterus was apparent at this time. The 
intravenous administration of whole blood was 
started. Within the next hour, while waiting for the 
operating room to become available, the patient 
showed definite evidence of shock, contractions 
ceased, and the fetal heart sound became inaudible. 
Pelvic examination on the operating table showed 
the cervix to be 8 cm. dilated, and the vertex at 
station 2 plus and well fixed in the pelvis. Under 
spinal anesthesia the abdomen was rapidly opened. 
The abdominal cavity was filled with an estimated 
1,000 cc. of fresh blood and old clots. The fetus and 
placenta were lying outside of the uterine cavity, 
with the membranes intact. The uterus was ruptured 
from the fundus to the cervix along the anterior 
wall, was turned inside out, and was contracted 
behind the fetus and membranes. The baby was 
extracted, difficulty being encountered in dislodging 
the head from the pelvis through the dilated cervix. 
The uterus was then removed by supracervical hys- 
terectomy. The adenexal structures appeared normal, 
and were left intact. The patient was given a trans- 
fusion of 1,500 cc. of whole blood. The stillborn 
infant weighed 5 pounds, 14 ounces. The pathologic 
report read: Puerperal uterus with rupture. No ex- 
cessive trophoblastic activity was found in sections 
of uterine wall. The patient was afebrile after 48 
hours, made an uneventful recovery, and was dis- 
charged on the ninth postoperative day. She was 
well on routine visits through 1952. 


Rupture of a Post-Cesarean Uterus 


The second and probably most important 
symptom-complex is that of early rupture 
of a post-cesarean uterus as exhibited in pa- 
tients 2 and 3. Both of these women had 
painful uterine contractions associated with 
definite superimposed lower abdominal pain, 
tenderness, increased rigidity over the af- 
fected area of the uterine wall, a rise in the 
pulse rate, and apprehension. Neither exhi- 
bited an alteration of uterine contractions, 
a change in fetal heart tones, external bleed- 
ing, or clinical shock. Both were under close 
medical supervision, with observation of vital 
signs; both were crossmatched with whole 
blood, and had an operating team available. 
The diagnosis was made from the early find- 
ings, and immediate transfusion and opera- 
tion were instituted. Neither patient extru- 
ded the baby into the abdomen nor went into 
shock, and both babies and mothers survived 
total cesarean hysterectomy without undue 
stress. 


Case 2 


A 27 year old white woman, para 3-1-1, was admitted 
in early labor on January 28, 1953. The calculated 
date of confinement was February, 1953. In 1945 she 
had had a classic cesarean section, done elsewhere, at 
6% months of pregnancy because of premature labor 
with hemorrhage. The baby died. In 1948 she gave 
birth to a 7 pound, 14 ounce infant, delivered spon- 
taneously under Trilene anesthesia, after six hours 
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Fig. 1. A. Posterior view, showing rupture site superiorly. B. Anterior view showing rupture su- 
periorly and operative site, with the placenta intact. 


of labor. In 1950 she had an incomplete abortion at 
3% months of pregnancy, followed by dilatation and 
curettage. 

The prenatal course was normal. Examination of 
the abdomen disclosed the old suprapubic mid-line 
scar, strong fetal heart sounds, and the vertex fixed 
in the left occiput transverse position. There was 
no localized uterine tenderness.The patient was placed 
under constant surveillance and typed and cross- 
matched with 2 units of whole blood. She did not 
begin having regular contractions until about 8 a.m. 
on the day following admission. 

Four hours after the onset of true labor, the patient 
began to complain of moderately severe lower ab- 
dominal pain. The contractions occurred at five 
minute intervals, and the fetal heart sounds were 
good. The uterus was tender over the anterior sur- 
face, but no defect could be felt. The blood pressure 
dropped to 90 systolic, 50 diastolic from the previous 
level of 110 systolic, 75 diastolic, and the pulse rate 
was 100 and regular. A sterile pelvic examination 
in the operating room revealed the cervix to be 3 
cm. dilated, the vertex minus 1 cm. in the lateral 
occiput transverse position, and the amniotic fluid 
clear. A transfusion of 500 cc. of whole blood was 
started, and the patient was operated upon immedi- 
ately under cyclopropane anesthesia. An estimated 
500 cc. of fresh blood was found in the abdomen. 
The rupture was in the upper pole of the incision, but 
had extended over the dome of the uterus into the 
mid-fundus rather than down the anterior surface 
of the old scar. The rupture was about 5 by 8 cm. 
in diameter, irregular in shape, and had a margin 
of placenta projecting through the rupture (fig. 1). 
The anterior surface of the uterus was rapidly opened 
in a lower mid-line incision, and a vigorous male 
infant, weighing 7 pounds, 9 ounces, was extracted. 
A total cesarean hysterectomy was done without 
difficulty. The patient received 1,000 cc. of whole 
blood and withstood the operation well. Recovery 
was uneventful, and she was discharged on the 
eighth postoperative day. Results were good through 
1953. 


Case 3 


The patient, a 31 year old white woman, para 
3-0-2, was first seen on January 22, 1953. The cal- 
culated date of confinement was July 21, 1953. In 
1945 she had had a vaginal breech deliverv after a 
three-day labor, resulting in a female stillborn in- 
fant, secondary to uterine inertia. In 1946 she had a 


cesarean section at 8% months of pregnancy, per- 
formed after a two hour labor and resulting in a 
female infant weighing 4 pounds, 5 ounces. Exam- 
ination revealed a three months’ pregnancy, with a 
probable bicornuate uterus unicolis. Pelvic measure- 
ments were adequate. The patient was placed on 
routine prenatal care and advised that she would 
be delivered by cesarean section, and possibly ce- 
sarean hysterectomy, in view of the two previous 
sections and presumed uterine disease. 

On June 2, 1953, the patient was admitted to the 
hospital at 32 weeks because of backache and mild 
uterine contractions. The fundus measured 26 cm. 
above the svmphysis, with the uterus situated on the 
left side of the abdomen as noted before. The fetal 
heart beat was good. The head was not engaged. 
General examination was negative. 

The patient was typed, crossmatched and placed 
under observation of vital signs, and the operating 
room was alerted. She was given Nembutal and 
morphine for sedation, the contractions ceased, and 
she slept well throughout the first night. On the 
following day she again had irregular contractions, 
and cesarean section was contemplated; however, it 
was felt that by conservative observation labor might 
be forestalled and valuable time added to insure 
viability of the infant. She was given Demerol and 
had only mild, occasional contractions. At 2:45 a.m., 
June 4, 1953, she awakened with severe pain in the 
left lower quadrant of the abdomen and back. (See 
introductory paragraph, page 1, for the remainder 
of this case report.) The right tube and ovary were 
attached to a small muscular vestigial remnant of 
the right horn of the uterus at about the level of 
the lower uterine segment (fig. 2). 


Unexplained Bleeding In the Third Stage 
of Labor 

The third symptomalogic grouping is that 
of unexplained bleeding in the third stage 
of labor. All three of these patients exhibited 
immediate uterine hemorrhage during the 
third stage and one during the second stage 
of labor. 

Patient 4, according to the reported his- 
tory, had sufficient bleeding to warrant in- 
vestigation of the lower uterine segment after 
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Fig. 2. A. Lateral view, showing rupture site. B. Anterior view, showing operative site and ves- 


tigial horn on the left. 


the breech extraction of a hydrocephalic 
stillborn infant. The lower uterine segment 
was not examined, the rent was not discov- 
ered, some bleeding continued, and the pa- 
tient hemorrhaged almost to exsanguination 
on the ninth postpartum day. Conservative 
measures of examination under anesthesia, 
curettage, and packing of the uterus were 
instituted after multiple blood transfusions; 
and, even on the first examination, the uter- 
ine laceration was not diagnosed in the face 
of overcautiousness and the acceptance of 
retained placental fragments as a cause for 
bleeding. After the second episode of bleeding 
two days later, a more thorough examination 
revealed the rent in the lower segment, and 
a total hysterectomy was performed. 


Case 4 


A 38 year old white woman, para 10-0-9, was first 
seen on March 8, 1951, because of profuse postpar- 
tum hemorrhage on the ninth postpartum day. The 
patient had been delivered by another physician on 
February 29, 1951, by breech extraction, of a stillborn 
hydrocephalic infant with spina bifida and club feet. 
Free painless bleeding had started one hour prior to 
admission. She was in shock and there was evidence 
of profuse bleeding on her clothes at the time of 
admission. The pulse was 120, and was weak and 
thready; the blood pressure was not obtainable. The 
abdomen was soft and relaxed, with the uterus pal- 
pable at the pelvic brim, and firm. Fluids and plasma 
were started immediately, followed by the adminis- 
tration of 1,500 cc. of whole blood. As soon as the 
state of shock was improved, the patient was taken 
to the operating room, where she was examined 
under cyclopropane anesthesia, and dilatation and 
curettage was performed. The cervix was open to the 
admission of a finger, and dilatation was not neces- 
sary. Digital examination revealed many fragments 
of placental tissue, which were removed by finger 
and sponge forceps. No other lacerations were iden- 
tified in the cervix or lower uterine segment. The 
aterus was packed and the bleeding controlled. The 
uterine pack was removed on the second day, without 
significant bleeding. 


Two days later the patient began to bleed pro- 
fusely again, and was returned to the operating 
room. Under cyclopropane anesthesia a laceration 
was identified on the left lateral wall of the uterus, 
extending from the internal os into the lower uterine 
segment and completely through the uterine wall. 
The uterus and cervix were again tightly packed, 
and good hemostasis was obtained. The patient was 
given another 1,500 cc. of blood. Under gas-oxygen- 
ether anesthesia, the packing was removed and the 
abdomen entered. The uterus was found to be about 
three times normal size. There was no evidence of 
intra-abdominal or broad ligament bleeding. The left 
parametrial tissues were thickened and indurated. 
A total abdominal hysterectomy was performed. The 
tubes and ovaries appeared normal, and were sal- 
vaged. The patient was given another liter of blood 
during the operation, and withstood the procedure 
well. She was discharged on the ninth postoperative 
day in good condition. The pathology report was: 
Pueperal uterus with retained decidual tissue; chronic 
cystic cervicitis with laceration; chronic metritis. 
Follow-up visits in the office throughout 1952 re- 
= an uneventful course, with good postoperative 
results. 


Patient no. 5 had a precipitous labor with 
a progression from 4 cm. dilatation of the 
cervix to delivery in seven minutes. The de- 
livery was spontaneous and the baby normal. 
There was a slow continuous flow of bright 
red blood during the immediate third stage. 
Examination revealed a lateral longitudinal 
rent in the lower uterine segment extending 
externally to the mid cervix and not involv- 
ing the portio. The exposure was good, bleed- 
ing was not marked, and the depth of the 
laceration was limited to the uterine muscu- 
lature. This laceration was repaired from 
below at delivery in the same manner that 
a cervical laceration would be repaired. There 
was no further bleeding, involution was nor- 
mal, and recovery was uneventful. 


Case 5 


The patient, a 23 year old white woman, para 
4-0-4, was admitted in early labor on April 2, 1952. 
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The calculated date of confinement was March 25, 
1952. She had had four previous pregnancies. The 
first ended in a precipitous delivery at home in 1945. 
The second and third were normal hospital deliveries, 
occurring in 1947 and 1948 respectively. The fourth, 
in 1950, resulted in an assisted footling breech ex- 
traction after a nine hour labor. The record shows 
nothing to suggest occult lower segment rupture at 
that time. 

This pregnancy was uneventful, culminating in 
the spontaneous onset of labor on April 2, 1952. 
Labor progressed from 4 cm. dilation at station 
minus 2 to delivery in about seven minutes. The 
second stage was very rapid and precipitous, with 
uncontrollable forceful expulsive efforts on the part 
of the patient. She had not received any oxytoxic 
drugs. Spontaneous delivery, without episiotomy, of 
a normal 6% pound female infant, was effected 
immediately under Trilene anesthesia. The placenta 
and membranes were delivered intact, spontaneously, 
four minutes later. 

Immediately after delivery there was a trickle of 
free bright uterine blood. Examination revealed a 
right cervical lower uterine segment laceration ex- 
tending from the internal os, not involving the portio, 
up the right lateral uterine wall for a distance of 
about 6 cm, The laceration extended through the 
myometrium, but there was no involvement of the 
major vessels. In the presence of these findings, it 
was decided to attempt immediate repair from below, 
rather than hysterectomy. This was done with inter- 
ruptured no. 1 chromic catgut sutures in the same 
manner that one would repair the cervix. There was 
no further bleeding, no peritoneal signs, and no 
fever. The patient was discharged on the seventh 
postpartum day. 

She was readmitted to the hospital on September 
15, 1952, for total abdominal hysterectomy on the 
basis of multiparity, 5 normal living children, and 
rupture of the uterus six months previously. General 
examination was negative. Examination of the pelvis 
revealed a small cystocele and rectocele, and a first 
degree descensus uteri. The uterus was anterior, 
normal in size, and movable. There was a palpable 
thickened right paracervix and fornix scar. The 
portio was clean. Under gas-oxygen-ether anesthesia 
a total abdominal hysterectomy and appendectomy 
were performed without difficulty. The patient’s 
postoperative course was uneventful, and she was 
discharged on the seventh postoperative day. Subse- 
quent results have been good. 


Patient no. 6 had a premature footling 
breech labor with a known incompetent cer- 
vix due to an old, extensive scar. The labor 
was slow, but without untoward symptoms 
until bleeding appeared after delivery of the 
breech. The possibility of laceration of the 
cervix and rupture of the lower segment had 
been anticipated, and was immediately diag- 
nosed. Blood was transfused, and a total 
hysterectomy performed. In retrospect, an 
elective cesarean section certainly would have 
been better, and yet an elective section on a 
multiparous woman with a 3 pound 8 ounce 
baby hardly seemed justifiable. Both mother 
and baby have done well. 


Case 6 


A 34 year old Negro woman, para 4-3-0, was first 
seen during this pregnancy on August 6, 1958, with 
a diagnosis of four months intra-uterine pregnancy. 
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The calculated date of confinement was January 11, 
1954. In 1948 she had been delivered at home under 
ether anesthesia of a stillborn 6 pound infant after 
a 12-hour labor. The delivery was complicated by 
postpartum bleeding. In 1949 pregnancy was term- 
inated at six months with premature labor and 
delivery of a 1 pound, 8 ounce infant, which died. 
In 1951 two late spontaneous abortions at home were 
followed by profuse hemorrhage, removal of the 
retained placenta, and multiple blood transfusions; 
the last two obstetric complications were managed 
by us after the patient was admitted to the hospital. 
Multiple examinations had revealed an extensive left 
cervical laceration scar with extension into the left 
fornix. Pelvic measurements were adequate. Labora- 
tory data were negative. It was felt that the 
patient’s repeated late abortions were related to the 
incompetent cervix, secondary to obstetric trauma. 

The patient’s pregnancy was uneventful until her 
admission to the hospital on December 6, 1953, with 
spontaneous premature rupture of the membranes 
of one week’s duration and at 31 weeks’ gestation. 
The temperature was 100.6 F., and the blood pressure 
112 systolic, 70 diastolic. A general examination 
was negative. The fetal heart sound was good. 
Radiologic examination of the abdomen confirmed 
the double footling breech presentation, left sacro 
anterior position. The patient began to have irregular 
contractions about 4 p.m. on the day of admission, 
with slow progression of labor throughout the night. 
By 10 p.m. on the following day, the presenting part 
was at station 1 plus, and there was only a rim of 
cervix left on the right. Three hours later the pre- 
senting part was on the perineum, and the feet were 
presenting at the introitus. The cervix was thought 
to be fully dilated, retracted on the left at the site 
of the old scar, but not completely retracted on the 
right. An assisted double footling breech extraction 
of a premature 3% pound male infant was carried 
out without difficulty. 

Just before delivery of the body, free bleeding 
began. The placenta was manually removed from 
the left lower lateral uterine segment, and appeared 
to be intact. Examination revealed a tear high into 
the left broad ligament extending from the old scar. 
There was free bleeding from the area. A pack was 
inserted into the uterus in the region of the rent 
to exert pressure until the uterus could be removed. 
A transfusion was started immediately, and the ab- 
domen was rapidly entered under gas-oxygen-ether 
anesthesia. The rupture was within the leaves of 
the broad ligament and had extended above the level 
of the entrance of the uterine artery. A total hys- 
terectomy was performed. The parametrial and para- 
cervical tissues were friable on the left, but hemo- 
stasis was obtained without difficulty. The ureter 
was not involved. The vaginal cuff was left open 
for drainage. The patient withstood the procedure 
well and was given 1,500 cc. of whole blood. She was 
afebrile after the first postoperative day and was 
discharged on the seventh day. Recovery has been 
uneventful, and the baby has done well. 


Occult Rupture of the Uterus 

The fourth and final clinical picture is 
that of occult rupture of the uterus, as dis- 
cussed by Ingram“). This patient probably 
had a spontaneous rupture during early labor 
under midwife care, and without the use of 
oxytoxics. According to the history, labor 
ceased, the patient was referred to the hospi- 
tal, and the fetal heart sound was never 
heard. The attending physician unsuccess- 
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fully attempted a forceps extraction, and 
after failure, treated the patient for uterine 
inertia for 36 hours before referral to our 
hospital. On admission she complained of ab- 
dominal pain, was febrile, had an elevated 
pulse, was distended, showed definite peri- 
toneal signs, and had easily palpable fetal 
parts. The cervix was fully dilated, the ver- 
tex in the occiput anterior position, and on 
the perineum. The macerated deadborn fetus 
was extracted vaginally with forceps, and a 
transverse lower segment rupture of the 
uterus was confirmed. Immediate total ab- 
dominal hysterectomy was done, with repair 
of lacerations of both vaginal fornices. The 
patient presented an interesting complica- 
tion of transitory pressure damage to the 
sacral nerve routes, with resultant foot drop. 
In retrospect, it would seem that a vaginal 
delivery should not have been attempted, and 
yet abdominal extraction of the head, already 
on the perineum, through the uterine rupture 
and the abdominal cavity would have been 
as difficult as delivery from below. 


Case 7 


The patient, a 32 year old Negro woman, para 
4-0-3, was referred on April 26, 1953, for delivery 
36 hours after a failed forceps extraction in another 
hospital. The calculated date of confinement was 
April 22, 1953. The past obstetric history revealed 
normal spontaneous deliveries at home by a physician 
in 1945, 1947, 1949, and 1951. The heaviest baby 
weighed 7% pounds; the longest labor lasted 12 
hours, the shortest 3 hours. The patient was reported 
to have had an uneventful pregnancy under the 
care of her physician. She started into labor at 
about 2:30 p.m. on April 24, under the care of a 
midwife. After seven hours of reported good labor 
without progress, she was seen by a physician at 
9 p.m. and was referred to the hospital because 
“labor had stopped.” The patient stated that she 
was not given any injections and that no effort had 
been made to perform a delivery at this time. She 
said that she felt “weak and bad,” and had to be 
moved to the hospital by stretcher, but that she had 
had no sudden sharp pain and had not fainted. She 
stated that she had abdominal pain after being 
admitted to the hospital, but had never had regular 
uterine contractions. On the morning of April 25 
she was examined by her physician and found to 
be fully dilated, station 0 to 1 plus, vertex position, 
but not having contractions. He applied forceps and 
attempted to effect the delivery, but stated that he 
was never able to get a proper application and thus 
was not able to effect the delivery. He stated that 
force was not used and that there was no bleeding. 
The fetal heart sound was not audible at the time. 
The patient was given 1 minim of Pitocin at 30 
minute intervals for 3 doses without effect. The 
patient was sedated, antibiotics were started, and 
fluids were administered intravenously for hydra- 
tion. She was observed for 24 hours under this 
regimen, with no appreciable change in status. Late 
in the afternoon of the following day the tempera- 
ture and pulse became elevated, and the abdomen 
more tender and distended. There was no evidence 
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of labor during this interval, and the fetal heart 
sounds were not audible. The patient was trans- 
ferred to our hospital at 8:45 on the morning of 
April 26. 

Examination on admission revealed the tempera- 
ture to be 101.2 F., the pulse 112, respiration 40, 
blood pressure 135 systolic, 85 diastolic. The patient 
was in acute pain, apprehensive, and febrile, but not 
in shock. The skin was warm and dry. Examination 
of the heart revealed tachycardia only. The lungs 
were clear to percussion and ausculation. On examin- 
ation of the abdomen the fundus measured 33 cm. 
above the symphysis; fetal heart sounds were not 
heard. Fetal parts were easily palpable anteriorly 
through the abdominal wall. There was moderate 
distention and generalized tenderness throughout 
the abdomen. Pelvic examination was deferred. The 
labia were markedly edematous and showed evidence 
of trauma; with spreading of the labia, the caput 
could be seen. 

Blood studies revealed 3,200,000 red blood cells, 
hemoglobin 60 per cent, 6,350 white blood cells, with 
81 per cent polymorphonuclears. The blood was 
labeled type A, Rh positive. A urinalysis was neg- 
ative. The impression on admission was: pregnancy 
near term; intrapartum death of fetus, intrapartum- 
intrauterine infection; failed forceps delivery in 
another hospital 36 hours previously; anemia sec- 
ondary to acute blood loss, and probably spontaneous 
rupture of the uterus with extrusion of the fetus 
into the abdomen. After transfusion, examination 
under saddle block anesthesia revealed marked edema 
of the entire vulva. Catheterization obtained 350 cc. 
of clear urine. The vertex was in right occiput an- 
terior position, at station 2 plus, with the cervix 
fully dilated and retracted. There was passage of 
old, dark, blood-tinged fluid, with displacement of 
the fetal head, and the fetal face was felt to be 
macerated. Simpson forceps were applied and the 
head was extracted with moderate traction. Extraction 
of the shoulders was even more difficult, and a 
bilateral cleidotomy was performed, after which 
delivery was easy. There was a free flow of old, 
dark, blood-tinged, foul-smelling amniotic fluid. 

Immediate examination revealed the uterus to be 
well contracted posteriorly. There was a wide rent 
extending from one vaginal fornix to the other, and 
a hand was introduced into the abdominal cavity, 
overriding the uterus. There was no free bleeding, 
and the patient’s condition remained unchanged, with 
the blood pressure 130 systolic, 90 diastolic, pulse 
120, and respiration 28. The abdomen was opened 
immediately through a mid-line incision. The uterus 
was ruptured, as previously noted, well contracted, 
and lying in the posterior portion of the pelvis. There 
was a wide laceration extending from side to side 
across the bladder reflection. The bladder base was 
edematous, but the peritoneum was intact, and there 
was no bladder involvement. The laceration extended 
into the parametrial tissues on both sides, but the 
uterine arteries were not involved in the clean trans- 
verse tear. There was approximately 500 cc. of 
bloody, green, foul-smelling fluid in the abdominal 
cavity. The uterus and cervix were removed. The 
vaginal fornices were then exposed and closed, with 
interrupted sutures re-creating the vaginal angles 
and incorporating enough of the lower paracervical 
and parmetrial tissues to control the bleeding and 
obliterate the dead space. The central portion of the 
vaginal cuff was left open and a penrose drain 
placed into the cul-de-sac. The pelvis was periton- 
ealized. The patient was given 1,000 cc. of whole 
blood, and withstood the operative procedure well. 
The macerated stillborn infant weighed 9 pounds, 
11 ounces. The pathologic report was: Uterus com- 
patible with ruptured pregnant uterus. ; 

Postoperatively, the patient was given Terramycin 
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intravenously, placed on an anti-peritonitis regimen, 
given bowel! suction and continuous bladder cathe- 
ter drainage. The immediate postoperative condition 
was good. The temperature never exceeded 101 F. 
The indwelling catheter and penrose drain were re- 
moved on the fourth postoperative day. The patient 
was able to void a small amount, but retained a high 
residual urine, varying from 350 to 900 cc. She was 
kept in the hospital for 18 days after the operation, 
primarily because of the excessive residual urine, 
which did not seem to improve with the usual meth- 
ods of drainage by catheter, parasympathomatic 
drugs, bladder irrigations with irritants, and sched- 
uled voiding exercises. She continued to have 250 
to 500 cc. of residual urine at the time of discharge. 
She was maintained on Gantrisin. 

Postoperatively the patient complained of pain in 
the right leg followed by parathesia. There was no 
evidence of thrombophlebitis at any time. Approxi- 
mately one week after the operation a definite right 
foot drop was noted on walking. The peroneal palsy 
seemed to be stabilized at the time of discharge, and 
the causalgia disappeared. Postoperatively the pa- 
tient was followed in the office and did well except 
persistence of a urinary residuum and the foot drop. 
The vaginal cuff and fornices healed without diffi- 
culty, and there were no palpable masses. 

An orthopedic consultation obtained on June 19, 
seven weeks postoperatively revealed the back to 
be entirely normal. There was apparent slight 
atrophy of the right gluteal area and measurable 
atrophy of the right thigh. There were sensory 
changes only in the lateral side of the right leg in 
the lower third. A fairly well outlined area of hy- 
poesthesia was noted. There were no sensory 
changes in the foot. Straight leg-raising was nega- 
tive. The right Achilles reflex was slightly hypoac- 
tive as compared with the left. Muscle analysis re- 
vealed the hamstrings on the right to be definitely 
weaker than on the left. Quadriceps strength was 
equal. There was complete paralysis of the dorsal 
flexors on the right side including the extensors of 
the toes in the posterior tibial muscle. There was a 
mild contracture of the Achilles tendon, limiting 
dorsal flexion at least 100 degrees. The orthopedist’s 
impression was paralysis due to root involvement of 
the fourth and fifth lumbar areas secondary to 
trauma. X-ray films of the lumbosacral spine were 
normal. A foot drop brace was made, and the patient 
was given large doses of thiamine. 


Summary 


1. There were 3,221 deliveries at Lenoir 
Memorial Hospital, from January 1, 1950, to 
December 31, 1953. There were 7 ruptured 
uteri during this period of study, constitut- 
ing an incidence of 1 to 460 deliveries. 


2. There were 32 post-cesarean section 
uteri. Twenty-one of these deliveries were 
effected by repeat cesarean section, and 13 
(38 per cent) by the vaginal route. There 
were 3 ruptured post-cesarean uteri. 


3. All patients with post-cesarean rupture 
exhibited classic sears at operation. One pa- 
tient had had a previous vaginal delivery 
after cesarean section, which again illus- 
trates, as other writers have cautioned‘! 
that even with one or more vaginal deliveries 
after section, the patient is not necessarily 
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immune to rupture of the uterus. 


4. There was 100 per cent maternal sal- 
vage and 57 per cent uncorrected, 71 per 
cent corrected, fetal salvage. 


5. The patients in this series exhibited 
varied and yet definite symptom complexes. 
The symptoms may be classified as follows: 
(1) classic rupture; (2) early rupture of the 
post-cesarean uterus; (3) third stage bleed- 
ing; (4) occult rupture of the uterus. 


6. All patients were treated by hysterec- 
tomy, 6 total hysterectomies and 1 supra- 
cervical in deference to the patient’s shocked 
state. 


Conclusions 

Post-cesarean patients may be allowed to 
undergo labor, particularly when the indica- 
tions for the section do not recur. Each preg- 
nancy must be conducted under proper safe- 
guards. These often quoted and frequently 
neglected precautions are repeated here for 
emphasis. 


1. Immediately available hospital. 


2. Awareness of patient and husband to the 
possible dangers associated with post- 
cesarean uteri. 


3. Admission to the hospital with the oc- 
currence of any untoward symptoms, 
regardless of the duration of pregnancy 
and always with early onset of labor. 


4. Proved absence of cephelopelvic dispro- 
portion, abnormal presentation, and in- 
tercurrent complications which would 
alter normal labor. 


5. Known indication, type of procedure, 
and postoperative course of previous 
cesarean section. 


6. Adequate amounts of whole blood im- 
mediately available. 


7. An alerted and available operating team 
during labor. 


8. Careful observation by a physician with 
evaluation of all unusual symptoms and 
signs. 

9. Immediate transfusion and operation 
with the appearance of abdominal pain, 
increased tenderness over the uterus, 
beginning apprehension, and elevation 
of pulse rate. 
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Patients demonstrating bleeding in the 
third stage of labor should be examined for 
possible rupture of the lower segment as 
well as laceration of the cervix. Examination 
should be mandatory in all breech deliveries, 
versions and extractions, and operative for- 
ceps deliveries. 


If the generally listed figures of 50 per 
cent maternal mortality and 80 per cent fe- 
tal mortality are to be improved, the signs 
and symptoms of ruptured uterus must not 
be confined to the classic textbook picture of 
severe abdominal pain, cessation of contrac- 
tions, absence of fetal heart sounds, palpable 
fetal parts, and profound blood loss shock, 
but should include signs and symptoms of 
early uterine rupture and occult rupture. 
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New 


Surgery as a profession: Our British traditions 
have now been cast aside. In the place of surgery as 
a vocation, a dangerous adventure calling to the 
stout of heart, we have surgery as a guaranteed 
career, offering a fixed number of beds requiring a 
fixed number of sessions to look after them, a steady 
supply of patients, a scheduled income rising stead- 
ily with seniority rather than proficiency, little 
chance of promotion however good one’s work may 
be, employment till a statutory age, however one 
may deteriorate, no opportunity of further employ- 
ment after that age however good one may be at the 
time, and a pension on retirement. To this safe 
haven, offered by the Welfare State, many are called, 
but few are chosen.—Sir Heneage Ogilvie, The Fu- 
ture of Surgery, Brit. M.J. 2:1438 (Dec. 18) 1954. 


* * 


Private practice: I am one who holds that the 
maintenance of private practice in some form is 
essential not merely to the future advance of British 
surgery but to the integrity of the National Health 
Service. It is fundamental that every sick man 
should have a right to the treatment his disability 
requires, regardless of his ability to pay for it. It 
is equally fundamental that he should have the 
right, when in doubt, to consult an expert of un- 
doubted standing and integrity selected and em- 
ployed by himself, Without such a right, no State 
service can remain efficient or command respect. It 
is clearly in the interest of the State that those 
whose advice is sought in consultation and those 
who work in its service should be the same.—Sir 
Heneage Ogilvie, The Future of Surgery, Brit, MJ. 
2:1439 (Dec. 18) 1954, 
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RUPTURE OF THE PREGNANT 
UTERUS 


PERcY J. MCELRATH, M.D. 
RALEIGH 


All writers agree that rupture of the preg- 
nant uterus at or near term is a serious 
complication. According to Eastman", 5 per 
cent of all maternal deaths are caused by 
rupture of the uterus. Its reported incidence 
varies greatly. Whitaker‘) reported it as be- 
ing 1 in 95, while Dugger® reported 1 case 
in every 3,029 births. A more accurate ratio 
lies somewhere between these extremes. 
Brierton™ reports an incidence of 1 to 2,000 
births. 

The material for this paper is gathered 
from the cases treated since 1947. Nine cases 
of rupture of the uterus are included. The 
period of gestation in all cases was 38 to 40 
weeks’ duration. 


Age and Race Incidence 
The average age of this group was 31 
years. The youngest patient was 21 years of 
age and the oldest 39 years. Seven of these 
patients were Negro and 2 were white. Table 
1 gives the age and race incidence. 


Table 1 
Age and Race Incidence 
Age Negro White Per Cent 
14-20 0 0 0 
21-30 5 1 6634 
31-40 2 1 3344 
TOTAL 7 2 100 


Obstetric Factors 

Parity and Maternal Mortality 
Table 2 indicates the parity and also the 
maternal mortality. Delf and Eastman’s® re- 
port of 53 cases of rupture of the uterus did 
not include a single primigravidous patient 
who suffered spontaneous rupture. No primi- 
gravidous patient was encountered in this 


group. 


Table 2 
Mortality According to Pregnancies 

Classification No. Recovered Died 
Gravida I 0 0 0 
Gravida IT 2 2 0 
Gravida III 1 1 0 
Gravida IV 2 1 1 
Gravida V 1 0 1 
Gravida X 3 3 0 

TOTAL 9 7 2 
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Duration of Labor 

Table 3 indicates the hours of labor prior 
to rupture of the uterus. Two of the patients 
had no labor, 3 had less than six hours of 
labor, and 3 were in labor 12 hours. One pa- 
tient was referred to the hospital after 72 
hours of labor. 


Table 3 
Uterine Rupture In Relation to the Hours of Labor 


Hours of Labor No. Patients Recovered Died 
0 } 0 
1-6 3 3 0 
6-12 3 1 y 4 
72 1 1 0 
Total 9 7 2 


Extent and Site of Rupture 

Complete ruptures were found in 6 of the 
uteri. In 3 of these the fetus was found to 
be in the abdominal cavity. The site of rup- 
ture was in the lower segment in 6 cases. 
Three patients who had had previous cesar- 
ean sections had ruptures involving old 
classic scars. 


Cause 
Cesarean section 

Four of the patients had had classic ce- 
sarean sections previously. The old cesarean 
scar was the site of rupture in 3 of these. 
One had had 2 cesarean sections. 

One patient, a 38 year old woman (gravida 
X, para VIII, abortus I) had a cesarean sec- 
tion performed for the delivery of her first 
child, while the remaining 7 children had been 
delivered vaginally. Beacham called special 
attention to this type patient, saying, “Every 
cesareanized individual is entitled to close 
supervision during each subsequent preg- 
nancy, remembering the fact that a patient 
who has had one or more vaginal deliveries 
after section is not necessarily immune to 
rupture of the uterus.” 

Noncesarean 

Five of these patients had spontaneous 
rupture of the noncesarean variety. One pa- 
tient (gravida V, para IV), who was ex- 
tremely obese (weight, 300 pounds), was 
seen after advanced labor. Rupture in this 
ease occurred after a prolonged second stage 
of labor, and was no doubt due to an unrec- 
ognized cephalopelvic disproportion. 


Transverse presentation 


Transverse presentation with prolonged 
labor (72 hours) was the cause of rupture in 
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1 case. The patient had been attended by a 
midwife, and the uterus was rupturing at the 
time of admission to the hospital. 

One of the patients was delivered with low 
forceps after an uneventful labor. The pla- 
centa was retained, and exploration of the 
uterine cavity revealed an adherent placenta 
and also a complete rupture of the uterus. 
The pathologic diagnosis was placenta ac- 
creta. 

The remaining 2 patients had complete 
rupture of the uterus when first seen. No 
causes could be found for the ruptures. Both 
private doctors denied using oxytoxic drugs. 


Traumatic rupture 

Version and extraction was a contributing 
cause in 1 case. A 30 year old woman (grav- 
ida IX, para VII, abortus I) was admitted 
to the hospital after two hours of labor. The 
cervix was fully dilated. The fetus was in a 
transverse presentation. A version was ac- 
complished with ease. The fetal head was 
delivered with Piper forceps. As the right 
blade was being introduced, a complete lac- 
eration of the uterus was discovered. The 
fetus was delivered and a hysterectomy per- 
formed immediately. 


Diagnosis 

The most frequent symptom encountered 
in this series was the “tearing pain” which 7 
of the patients had. Extreme tenderness was 
elicited in all but 1 patient. Shock in varying 
degrees was seen in 6 patients, and in all 
cases it was out of proportion to the external 
bleeding. Recession of the presenting part 
was noted in 3 patients. One patient, with an 
incomplete rupture, complained of tenesmus. 

Vaginal bleeding was not a prominent 
finding. Only 2 patients had external bleed- 
ing, and in only 1 of these cases was it 
thought to be moderately severe. 

One patient who was being treated for 
toxemia of pregnancy, and who had had a 
previous cesarean section, was operated on 
because of moderate tenderness over the old 
operative wound. This patient had a complete 
rupture, with virtually no bleeding. 


Treatment 
Once the diagnosis is made, the treatment 
is clear-cut. Immediate steps must be taken 
to replace the blood loss rapidly. An ade- 
quate avenue for the administration of blood 
is necessary. In a patient who is in shock, a 
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cannula in a suitable vein best solves this 
problem. By using a pressure attachment, 
blood can be replaced at the rate of 500 cc. 
every 10 minutes. In a severely shocked pa- 
tient, more than one portal of transfusion 
should be used. 

Since it is possible to anticipate the need 
for blood in many patients, 1,000 cc. of prop- 
erly crossmatched blood should be available 
for immediate use. In extreme emergencies 
we have used type O, Rh negative blood, with 
Witebsky substance until properly cross- 
matched blood was available. 


Once rupture of the uterus is suspected, 
every effort should be made to keep the pa- 
tient quiet and motionless. Any increase in 
intra-abdominal pressure or pressure against 
the uterus is likely to extend the laceration of 
the uterus or rupture a hematoma which has 
been confined in the broad ligament. 


Prompt laparotomy should be performed 
regardless of the state of shock. A supracer- 
vical hysterectomy, which is the operation of 
choice, was performed on 8 of the patients. 
In the remaining case, the scar tissue sur- 
rounding the old classic scar was excised 
and the myometrium resutured. 


Maternal Mortality 

Two of the patients who had complete rup- 
tures of the uterus did not survive. The ma- 
ternal mortality for the patients with com- 
plete rupture of the uterus was 28.5 per cent. 
There were no deaths in those with incom- 
plete ruptures; therefore, the mortality rate 
for the combined groups was 22.2 per cent. 
Fitzgerald” reports an incidence of 54.75 per 
cent, while Bill® reports an incidence of 21 
per cent. 


Report of Fatal Cases 


Case 1 


A 29 year old Negro woman (gravida V, para IV) 
was referred to the hospital in active labor. Her 
blood pressure at the time of admission was 180 
systolic, 125 diastolic. She was extremely obese, and 
had a large, pendulous abdomen. She weighed in 
excess of 300 pounds. The progress of labor was 
normal, and after five hours the cervix was fully 
dilated. Vaginal examination revealed the vertex to 
be in the right occiput position at the level of the 
spines. X-ray pelvimetry did not reveal any dispro- 
portion. 

The patient was allowed to remain in a second 
stage of labor for three hours. A vaginal examination 
was done to reevaluate the pelvis, and at that time 
recession of the presenting part was noted. There 
was no vaginal bleeding. There was an unavoidable 
delay of one hour and a half before the patient could 
be operated upon. During this interval she received 
whole blood. 
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When the abdomen was opened, the uterus was 
almost completely torn from its vaginal attachment. 
The bladder was ruptured. Attempts to locate and 
control the bleeding were unsuccessful. Eight thou- 
sand five hundred cubic centimeters of whole blood 
were given during the operation. The patient expired 
one hour after the operation was started. 

The uterine rupture was thought to be caused by 
an unrecognized cephalopelvic disproportion. 
Case 2 


A 35 year old Negro woman (gravida IV, para III) 
was referred by her private doctor because of vag- 
inal bleeding. She had been in labor 12 hours and 
was in a mild state of shock. The fetus could be felt 
in the abdominal cavity. Immediate operation was 
performed. The fetus and placenta were free in the 
abdominal cavity, which was filled with blood. A 
complete rupture of the uterus was found in the left 
lower segment. Two thousand five hundred cubic 
centimeters of whole blood was administered during 
the operation. A supracervical hysterectomy was 
done. The patient did well until the sixth postopera- 
tive day, when she died while having a bowel move- 
ment. Death was due to a pulmonary embolism. 


Fetal Mortality 

Five living babies were delivered; 2 of 
these died within 24 hours. One of those who 
survived was delivered with low forceps, and 
the remaining 2 were delivered by cesarean 
section. 

The fetal salvage in this group was only 
33% per cent. 


Summary and Conclusions 

1. Nine cases of rupture of the pregnant 
uterus which have been observed and treated 
in the past seven years are reported in this 
paper. 

2. The maternal mortality in this series 
was 22 per cent, while the fetal mortality 
was 66% per cent. The very high fetal mor- 
tality can be explained by the fact that 4 of 
these patients were seen too late to institute 
measures to save the baby. 

3. Patients who have had previous cesa- 
rean sections should be closely observed in 
subsequent pregnancies. 

4. For every obstetric patient who has a 
prolonged labor, who requires any planned 
operative delivery in which difficulty is an- 
ticipated, or who has a uterus distended by a 
large baby, twins, or polyhydramnios, blood 
should be available for immediate transfu- 
sion. 

5. Once the diagnosis of rupture of the 
uterus is made, it is imperative to insure 
rapid replacement of blood loss in adequate 
amounts. 

6. Special attention should be directed to- 
ward the movement of these patients. They 
should be kept quiet, motionless, and should 
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not be allowed to exert any physical effort 
which would increase intra-abdominal pres- 
sure. 

7. Immediate hysterectomy should be per- 
formed to control the hemorrhage. Operation 
should not be delayed because of shock. 

8. The incidence of this complication can 
be reduced by better obstetric care. 
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PRE-TOXEMIA OF PREGNANCY 
JESSE CALDWELL, JR., M.D. 


GASTONIA 


The toxemias of pregnancy, now the major 
cause of maternal deaths, have been thor- 
oughly studied by workers in various bran- 
ches of medicine. Pathologists have carefully 
examined the body tissues at autopsy and ac- 
curately recorded their observations. Bio- 
chemists have analyzed the body fluids and 
excreta. Descriptions of the changes that 
occur in the urine and blood in the toxemias 
of pregnancy have helped fill many medical 
journals. Liver and kidney function tests 
have been done time and time again. The 
electrolytes, hormones, protein constituents, 
and enzymes have all received considerable 
study, both in our country and abroad. The 
clinicians have weighed these patients, 
starved them, fed them, induced labor in 
them, and have carried most of the respon- 
sibility regarding the outcome of the disease. 

No doubt the frontier of toxemia of preg- 
nancy will eventually be crossed. A casual 
glance at any medical journal will indicate 
the tremendous amount of work going on in 
both the clinical and non-clinical fields. Al- 
though we have had no famous name, such 
as Franklin Roosevelt or Damon Runyon, to 
lend to the formation of a toxemia of preg- 
nancy foundation or fund, we are getting 
closer to the solution of this problem, 
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Methods of Early Detection 

The toxemias of pregnancy have been clas- 
sified by the American Committee on Ma- 
ternal Welfare, and following some prelim- 
inary investigation, almost all known cases 
can be placed in the proper category; how- 
ever, it is the prevention of the disease and 
not its cure that interests us primarily. 

A number of unusual procedures developed 
during the past several years point to the 
possibility of detecting a potential toxemia 
patient before the signs and symptoms de- 
velop sufficiently to permit classification‘. 


Sex determination test 

For a few months during the winter of 
1952-1953 the prenatal sex determination 
test, a modification of the Richardson preg- 
nancy test, was offered to a group of well 
adjusted private obstetric patients in Gas- 
tonia. These tests were performed by the 
same person and under rigid standard con- 
ditions. Among 38 tests done, there were 
only 24 correct predictions. In an analysis 
of the erroneous predictions, it was found 
that 4 of the patients had toxemia before 
they were delivered. Four others were de- 
livered before the thirty-eighth week and 4 
others after the forty-second week. 

Since the prenatal sex determination test 
is based on differences in the manner of elim- 
inating certain hormones, and since, most 
likely, the onset of labor is due to some 
change in the hormonal balance, the error in 
the premature and postmature group was 
not too surprising. It was the small group 
of patients having toxemia which attracted 
attention. The tests were done on these pa- 
tients well in advance of any sign indicating 
toxemia. It may be that in the future some 
modification of this test may be used to pre- 
dict which patients are likely to have the 
disease. 


Cold pressor test 

The use of the cold pressor test to detect 
vasospasm in patients has apparently not 
been used as much in obstetrics as it has by 
the internist in detecting patients with a hy- 
persensitive vasomotor system. The test is 
usually carried out by immersing a hand up 
to the wrist in cold water. Hynertensive pa- 
tients commonly show a greater rise in blood 
pressure than do persons with normal blood 
pressures. There is a considerable variation 
in normal subjects, however, and those who 
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have a rise of 20 mm. of mercury systolic 
and 15 mm. of mercury diastolic are classi- 
fied as hyperreactive and are believed to be 
liable to manifest essential hypertension at 
some future date”. 

Odell and Aragon”) have used this test on 
some pregnant patients, and have found cer- 
tain changes in kidney function as well as 
an elevation in blood pressure. They attri- 
bute these changes to vascular spasm. Al- 
though the test has been used in a few preg- 
nant patients, it has not been adequately ex- 
plored as a means of detecting pre-toxemia 
patients. 


Flicker photometry 

In 1951, Brill and associates reported on 
their elaboration of the Krasno-Ivy photom- 
eter, which they used to determine the flicker 
fusion threshold in pregnant patients. They 
concluded that it was possible to detect early 
vascular spasm in pregnant patients and 
therefore to predict the onset of toxemia of 
pregnancy some two to eight weeks before 
other clinical signs were manifested. 

This test was performed by placing the 
patient in front of an illuminated frosted 
glass window behind which was a constant 
light. With the ordinary 60 cycle alternating 
electric current, a light bulb will flicker 60 
times per second, but ordinary vision will 
see it as a constant light. This machine was 
so constructed as to control the flickers per 
second, and as the flicker rate was lowered, 
the patient signified when she first noticed 
a flicker in the light. After several tests were 
made, nitroglycerin was given to the patient 
and further tests were made in an effort to 
determine whether or not there was any 
change in the ability to recognize flicker. 

In normal subjects they found that the 
administration of nitroglycerin produced a 
dilatation of the arterioles and caused con- 
gestion in the retina. This resulted in some 
impairment in the ability to recognize flicker. 
In patients having vasospasm, nitroglycerin 
relieved the spasm somewhat, improved the 
circulation of the retina, and increased the 
ability to recognize flicker at a higher rate. 


Enzymal abnormalities 

Occasionally, abnormalities in amounts of 
certain enzymes, such as glucuronidase and 
histaminase, in toxemia of pregnancy are re- 
ported. Odell of Chicago demonstrated, in 
1948, that glucuronidase levels may be used 
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to warn the obstetrician of impending pre- 
exclampsia. This enzyme, which has to do 
with carbohydrate metabolism, may in some 
reflect the metabolism of the hormones of 
pregnancy, and may not necessarily be a 
prime factor itself. 
Predisposing conditions 

We know of a few conditions in which 
toxemia of pregnancy is more prevalent than 
in any group of pregnant patients taken as 
a whole. These are diabetes, Rh isoimmuni- 
zation, primiparity, preexisting renal disease, 
polyhydraminos, multiple pregnancy, and hy- 
datidiform mole. The presence of any one or 
a combination of these conditions should au- 
tomatically place that patient in the pre- 
toxemic group. The largest group in the above 
list is obviously the primiparous. 


Excess Fluid and Sodium Retention 


One early clinical sign of developing tox- 
emia which is available to all of us is that 
of increased retention of water. It has been 
reported that toxemia is six times more 
likely to occur in those patients who retain 
excessive amounts of water than in those 
who do not. However, this may be an instance 
of placing the cart before the horse. 


The excess fluid retention has been attri- 
buted to (1) reduced oncotic pressure due 
to decreased plasma proteins, (2) increased 
venous pressure, and (3) high levels of ster- 
oid hormones (estrogens and progesterone), 
which are capable of delaying the excretion 
of electrolytes and water. 

The increase in weight due to good nutri- 
tion during pregnancy is not to be confused 
with that due to the retention of water. Good 
nutrition in pregnancy is now being stressed 
more than ever. Patients are being encour- 
aged to increase their daily consumption of 
protein foods and to live active and vigorous 
lives requiring a considerable number of 
calories. 

Along with the increased retention of wa- 
ter in developing toxemia, there is a corre- 
sponding increase in sodium retention. By 
restricting the intake of salt and by the use 
of certain diuretic agents, retention of wa- 
ter has been found to be controllable to some 
degree. It is around the elimination of sodium 
that the management of pre-toxemia revolves 
at this time. 

The records of 100 consecutive, recently 
delivered, private primiparous patients of my 


: 


Table 1 


Study of 100 Consecutive Primiparous Patients 
Average age of Patient 22.6 years 
Average weight before pregnancy 123.4 pounds 
Average weight at term 150.6 pounds 
Average weight gain 27.2 pounds 
Average weight gain last trimester 9 pounds 


own were reviewed in order to determine the 
presence, if any, of clinical pre-toxemic signs. 
Pertinent findings are summarized in table 
1. The average weight gain during the last 
trimester was 9 pounds, exactly one-third 
that of the entire pregnancy—27.2 pounds. 
These patients, in general, were not re- 
stricted as to caloric intake except in a few 
instances. They were advised to include some 
protein with every meal and not to be too 
concerned about their gradual gain in weight. 


Treatment. and Response 


Table 2 
Response to Management 
No. Average Response 

Regimen Patients Week Begun None Fair Good 
Salt-poor diet 60 33 6 
Ammonium 

chloride 11 37 1 7 3 
Diamox* 10 36 1 4 5 


*2-acetylamino-1, 3, 4-thiadiazole-5-sulfonamide (Lederle) 


Sixty of these patients showed a sudden 
abnormal increase in weight or some edema. 
Ten patients eventually manifested hyper- 
tension or albuminuria, and were classified 
as preeclamptics. Table 2 shows the response 
to management. 

As soon as a patient showed a sudden jump 
in weight or some demonstrable edema in the 
feet or pretibial region, she was placed on 
one of the regimens shown. All the patients 
were initially placed on the salt poor diet. 
Those later receiving ammonium chloride and 
Diamox were also kept on the salt-poor diet. 
The average time for initiating this regimen 
was the thirty-third week. 

The results showed that there was no re- 
sponse in 28 cases, a fair response in 22, and 
a good response in 10. For this study, some 
improvement in the edema and a weight loss 
of up to 3 pounds were considered a fair re- 
sponse. A good response was one in which 
there was disappearance of the edema and 
a weight loss of 3 or more pounds. On the 
salt-poor diet there was a favorable response 
in slightly over 50 per cent of the patients. 

The response to sodium chloride 
seemed to be somewhat better. Ammonium 
chloride was prescribed for those patients 
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who continued to show some edema or rapid 
weight gain despite being on a salt-poor diet. 

By December, 1953, no results in the use 
of Diamox in the treatment of toxemia of 
pregnancy had been reported. This drug is a 
sulfonamide, but its organic structure and 
pharmacologic activity are totally different 
from the present day bacteriostatic sulfona- 
mides. The drug is a specific inhibitor of the 
renal enzyme carbonic anhydrase, and the 
result of this inhibition is the increased ex- 
cretion of base and water. 

Diamox has been used on a number of 
pregnant patients but only the primiparous 
cases in the so-called pre-toxemic stage are 
reported here. A tablet containing 250 mg. 
of the drug is administered daily by mouth 
at breakfast time. The patients state that a 
few hours later they notice the diuretic ef- 
fect, and usually by the second day the edema 
has disappeared or greatly improved. These 
patients were placed on the drug for 7 days, 
following which they were evaluated for re- 
sponse. The percentage of patients showing 
a good response with Diamox was higher 
than in the other two groups. 


Summary 

In order to study further the toxemias of 
pregnancy, efforts are now being made to 
recognize patients in the pre-toxemic stage. 
A few of the procedures which may be used 
for this purpose have been presented. A 
study of 100 consecutive, recently delivered, 
private patients has been reported, showing 
that 60 per cent retained excessive amounts 
of water while on a high protein but other- 
wise nonrestricted diet. 

The response to several methods of man- 
agement is presented. Ammonium chloride 
or Diamox given in addition to the salt-poor 
diet seems to produce a satisfactory response 
in cases of excessive water retention. 
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A FIVE-YEAR SURVEY OF TUBAL 
LIGATIONS 


FLEETUS L. GOBBLE, JR., M.D. 


THOMAS PEttTy, M.D. 
and 
JAMES F. DONNELLY, M.D. 


WINSTON-SALEM 


In 1949 a survey by the American College 
of Surgeons indicated that many tubal liga- 
tions were being performed in North Caro- 
lina hospitals without justifiable indications. 
This criticism stimulated both hospitals and 
physicians to inquire seriously into the prob- 
lem of the legality of tubal ligations. In 1950 
John S. Bradway, Director of the Duke Uni- 
versity Legal Aid Clinic, published an excel- 
lent discussion of the legality of human 
sterilization in North Carolina". 

Involuntary sterilization does not consti- 
tute a serious problem, since the law estab- 
lishing the Eugenics Board in 1933 clearly 
limits the legal implications of the surgeon. 
The law states that sterilization of a men- 
tally defective, feeble-minded, or epileptic 
person is “for the best interest of the mental, 
moral, or physical improvement of the pa- 
tient,” or “for the public good,” or “is needed 
to prevent the probable procreation of a 
child, or children, who would have a ten- 
dency to serious physical, mental, or nervous 
disease or deficiency.” Except for gross neg- 
ligence the surgeon is relieved of legal re- 
sponsibility in performing the sterilization. 
The law further provides in Section 17: 
“Nothing contained in this article shall be 
construed so as to prevent the medical or sur- 
gical treatment for sound therapeutic rea- 
sons of any person in this state, by a physi- 
cian or surgeon licensed in this state, which 
treatment may incidentally involve the nulli- 
fication or destruction of the reproductive 
functions.” 


Voluntary tubal ligation for clear-cut med- 
ical indications, as in the case of involun- 
tary sterilization, does not constitute a se- 
rious problem. There is, however, no law in 
the North Carolina statutes which justifies 
or protects the physician when tubal ligation 
is performed for the sole indication of multi- 
parity. Many hospitals and physicians have 
turned to the Committee of Maternal Wel- 
fare of the Medical Society of North Caro- 
lina for a standardized policy regarding indi- 
cations for sterilization of women. This en- 
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tire problem was re-evaluated in 1953 by Drs. 
Donnelly and Lock in the NORTH CAROLINA 
MEDICAL JOURNAL’. It was felt that neither 
the Committee on Maternal Welfare nor the 
hospitals could establish inflexible rules reg- 
ulating tubal ligation on any sound legal ba- 
sis. To study actual practices, a survey of 
tubal ligations performed in two separate 
hospitals of a representative North Caro- 
lina city was undertaken. Only those cases 
in which the operation was performed for 
the sole purpose of tubal ligation were se- 
lected for study. In many instances tubal 
ligation was apparently the motive for sur- 
gery, although associated with many unre- 
lated pelvic and vaginal procedures, such as 
uterine suspension, removal of ovarian cysts, 
chronic appendicitis, and perineal repair. 


Incidence 


In a five-year period from 1948 through 
1952, 533 tubal ligations were performed. 
This represents an incidence of 3.8 per cent 
in 14,286 deliveries, or one sterilization in 
27 deliveries. West reported a postpartum 
sterilization rate in two Honolulu hospitals 
as 3 per cent of all deliveries in 1948 and 
in the first part of 1949, 5.5 per cent, or al- 
most double that of the previous year”. 


Table 1 


Incidence of Involuntary 
and Voluntary Sterilization 


533 Tubal Ligations 
in 14,286 Deliveries 


Involuntary 12 
Voluntary 
Elective—multiparity 378 
Medical 143 
533 


Total 


In table 1 the cases are divided into invol- 
untary and voluntary groups. Twelve cases 
involved sterilizations which were performed 
by order of the Eugenics Board of North 
Carolina—10 for mental deficiency, 1 for 
idiopathic epilepsy, and 1 for schizophrenia. 
One hundred forty-three sterilizations, or 
26.8 per cent, were performed for medical 
indications. In many instances these medical 
indications were listed along with multipar- 
ity as the justification for the procedure, al- 
though it was obvious in some cases that the 
medical indication alone would have been in- 
sufficient cause for sterilization. Three hun- 
dred seventy-eight elective tubal ligations 
were performed with multiparity as the sole 
indication. Uncertainty of the legal status of 


Number Per Cent 
2.3 


70.9 
26.8 


100 


| 

- 

her 


Table 2 


Involuntary and Voluntary 
Sterilizations In Hospitals A and B 


1948 1949 1950 1951 1952 
Classification A-B A-B A-B A-B A-B 
Voluntary 
A. Elective— 
Multiparity 22 78 25 78 26 41 22 36 28 22 
B. Medical _24 8 14 12 12 15 16 20 8 14 
Total 51 87 39 90 39 58 388 57 38 36 


the physician and hospital centers in this 
group. 

In table 2 it will be noted that the total 
number of tubal ligations in Hospital B de- 
clined 36 per cent in 1950 and 1951. In 1952 
the total number was 60 per cent lower than 
in 1949. In 1950 the medical staff of Hospital 
B made consultation prior to tubal ligation 
mandatory. A similar consultation require- 
ment was in effect in Hospital A prior to 
the period of survey. In 391 instances the 
operation represented the opinion of more 
than one physician. In 142 the operation was 
performed with no opinion other than that of 
the surgeon. 


Medical and Psychiatric Indications 


In table 3 the recorded medical indications 
are divided into general groups. Hyperten- 
sive cardiovascular renal disease constituted 
the most common medical indication. In this 
group toxemia, hypertension, and chronic 
renal disease occurred in this order of fre- 
quency. Heart disease, tuberculosis, and her- 
editary diseases accounted for about 10 per 
cent of the medical indications. The last two 
groups, psychiatric disturbances and miscel- 
laneous diseases, constituted the most con- 
troversial medical indications, and accounted 
for 46 per cent of this group. 


In table 4 psychoneurosis was recorded in 
9 cases and emotional instability, chronic 
alcoholism, and psychosis accounted for a 
total of 4 cases. In only a small per cent of 
these instances was the diagnosis substanti- 
ated by psychiatric consultation. 


In table 5 the miscellaneous medical dis- 
eases are listed in the order of their fre- 
quency of occurrence. Varicose veins, post- 
partum hemorrhage, bronchial asthma, phy- 
sical inadequacy, Rh incompatibility, and 
habitual abortions with premature labor ac- 
counted for 66 per cent of the 53 cases. As is 
obvious, many of the diseases in this group 
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Table 3 
Incidence of Medical Indications Recorded 


Medical Indication Recorded No. Per Cent 
Hypertensive cardiovascular renal 
disease 62 43.4 
Heart disease 7 4.9 
Tuberculosis 7 4.9 
Hereditary diseases 1 Af 
Psychiatric disturbances 13 9.1 
Miscellaneous diseases 53 37.0 
Total 143 100 
Table 4 
Psychiatric Disturbances Recorded 
Psychiatric Disturbances No. 
Phychoneurosis 9 
Emotional instability 1 
Chronic alcoholism 1 
Psychosis 2 
Total 13 
Table 5 
Miscellaneous Medical Diseases Recorded 
Condition No. 
Varicose veins 13 


Postpartum hemorrhage 

Bronchial asthma 

Physical inadequacy 

Rh incompatibility 

Habitual abortions and premature labor 

Epilepsy 

Ventral hernia 

Diabetes 

Otosclerosis 

Hyperemesis 

Aneurysm maxillary artery 

Deformities of feet secondary to polio 

Old cervical laceration 

Pelvic relaxation 

Retinal detachment 

Lupus erythematosis 

Bilateral club feet 

Cauda equina injury with resultant 
intractable pain during pregnancy 1 


Total 53 


would not be considered valid medical indi- 
cations for tubal ligation. 


The Question of Multiparity 

The 378 elective tubal ligations in which 
multiparity was the sole indication is the 
largest and most controversial group of pa- 
tients. Here physicians must strive to find 
methods to standardize decisions and to es- 
tablish them on a justifiable legal, medical, 
social, and moral basis. 


Effect of Mandatory Consultation 


In table 6 the effect of mandatory consul- 
tation upon the age of the patient at the time 
of tubal ligation is noted after 1949. 
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Table 6 


An Age Analysis of Patients with Tubal 
Ligations for Multiparity In Hospitals A and B 


Age 1948 1949 1950 1951 1952 
Ae AB AB AB AB 

25-29 3830 428 711 311 4 6 
30-34 10 23 1419 818 815 1110 
40+ CE 486 


In table 7 the effect of mandatory con- 
sultation is evidenced by an increase in the 
number of living children at the time of 
tubal ligation. During the period of study 
Hospital A has considered five living chil- 
dren as the minimum necessary for elective 
tubal ligation. In 1953, in addition to the 
mandatory consultation rule, the staff of Hos- 
pital B further restricted elective tubal liga- 
tions to those patients 25 years of age with 
six living children, or 30 years of age with 
five living children. 


Table 7 


Tubal Ligations for Multiparity In Hospitals A and B 
According to the Number of Living Children 


Children 1948 1949 1950 1951 1952 
Living Ae AS AB ABS AS 
1 0 0 0 0 0 0 0 0 0 0 
2 £. 4 2 
3 43 09 383 58 
4 4 23 4 26 5 19 011 
5+ 18 19 1914 17 9 2114 21 10 
Not recorded 0 0 0 


In table 8, 3 tubal ligations for multiparity 
alone were performed upon patients below 
the age of 20. It is doubtful if the patient’s 
consent for operation could be considered le- 
gal. Forty-five patients, or 11.9 per cent, were 
between the ages of 20 and 25 years. One 
hundred and seven patients, or 28.3 per cent, 
had tubal ligations performed between 25 and 
30 years of age. Thus, 41 per cent of the pa- 
tients were below the age of 30 years at the 
time of sterilization. Twenty-one patients had 
tubal ligations after the age of 40. In this 
group hysterectomy may have been consid- 


Table 8 


Number and Incidence of Sterilization In 
Both Hospitals According to Age 


Age No. Per Cent 

-19 3 0.8 
20-24 45 11.9 
25-29 107 28.3 
30-34 136 35.9 
35-39 66 17.5 
40+ 5.6 

Total 378 100 
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Table 9 


Number and Incidence of Sterilization 
In Both Hospitals According to Living Children 


Living Children No. Per Cent 
1 0 0 
2 30 7.9 
3 82 21.7 
4 103 27.2 
5+ 157 41.5 
Not Recorded 6 
Total 878 100 


ered by some to be the most desirable method 
of sterilization. 

In respect to the number of living chil- 
dren, it will noted in table 9 that 30 patients 
had only 2 children at the time of operation. 
Fifty-six and eight-tenths per cent of the pa- 
tients who had less than 5 living children 
underwent tubal ligations. 

In 378 elective sterilizations for multi- 
parity, 41 per cent occurred below the age 
of 30 years, and 56.8 per cent of the patients 
had fewer than five children. It is thus ap- 
parent that many sterilizations have been 
performed upon young women with rela- 
tively low parity. The experience of Hospital 
B indicates that the total number of tubal 
ligations can be drastically reduced by hos- 
pital staff rules. The exclusion of steriliza- 
tion from the armamentarium of the phy- 
sician, however, is not the objective, nor is 
it a solution to the problem. Any effective 
rule must be flexible in its application. Cer- 
tainly, the young patient of low parity should 
be protected from sterilization except for va- 
lid medical indications. 

At the other extreme, however, is a large 
group of patients with whom the physician 
frequently comes in contact—namely, those 
with valid medical, social, and economic jus- 
tification for tubal ligation on the basis of 
multiparity. Many of these patients refuse 
the operation because of ignorance or super- 
stitions surrounding it. Richardson and Gam- 
ble, in 1950, pointed out that “at one univer- 
sity only 59 per cent of the male students 
knew that impotence would not result from 
sterilization, while only 38 per cent of the 
women students understood that menstrua- 
tion would continue after tubal closure. Many 
incorrectly believed that frigidity resulted. 
Thinking in terms of castration, the barn- 
yard form of unsexing, patients to whom such 
a relief is suggested—and their families— 
fear loss of normal sex response and even 
apprehend changes in appearance.’’'*) It is in 
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this group that a positive educational pro- 
gram by the medical profession to decrease 
the ignorance and apprehension on the part 
of the general public would be helpful in fur- 
ther reducing the maternal mortality rate. 


Comment 

It would appear from this survey that a 
large number of patients who are too young 
and have too few living children have been 
sterilized. The laws regulating involuntary 
sterilization are quite clear. It is also felt 
that no physician would be considered liable 
for tubal ligation in clear-cut medical indi- 
cations in the presence of adequate medical 
consultation. Since there is no law in North 
Carolina which expressly permits steriliza- 
tion for multiparity, and since there is no 
legal precedent established in which multi- 
parity was an indication for sterilization, it 
is at this point that the individual physician 
is concerned with his legal status. In fact, he 
is caught between the emotional influences 
of the patient, his sense of medical, moral, 
and social obligation to the patient, his legal 
standing in case of suit, and his professional 
ethics in relation to physicians in his com- 
munity. 

The problem could most likely be solved 
best on a local level. A committee similar to 
that described by Dr. Thornton at the Uni- 
versity of Virginia, which has been helpful 
in solving the problem of therapeutic abor- 
tions at that institution, should be established 
in each hospital™. Such a committee would 
have no legal standing, but could render an 
opinion in each case on whether or not an 
indication for tubal ligation exists. This 
opinion, when made in writing and incor- 
porated in the record of the patient, would 
establish in a given community a uniformity 
of practice. It would relieve the physician of 
the emotional factor arising in his relation- 
ship with the patient and his ethical standing 
in relation to other physicians. In time, a 
uniform policy of this nature would doubt- 
less carry considerable legal support if a test 
of legality should arise. 


Summary 


1. A survey of 533 tubal ligations occurring 
in two independent hospitals in a repre- 
sentative North Carolina city has been re- 
ported. 


A Twelve involuntary and 521 voluntary ster- 
ilizations occurred, Of the voluntary group 
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378, or 70.9 per cent, were performed for 
the sole indication of multiparity. 

3. Forty-one per cent of the operations oc- 
curred in patients below the age of 30, 
and 56.8 per cent in patients with fewer 
than 5 children. 

4. The need for a positive educational pro- 
gram is cited. The widespread ignorance 
and apprehension exhibited by the general 
public regarding the nature and effects of 
the operation in many instances is respon- 
sible for refusal of tubal ligation where it 
is urgently needed. 

5. The establishment of a committee in each 
hospital to render an opinion regarding the 
existence of any indications for tubal liga- 
tion in each case is recommended. 
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THE DIAGNOSIS OF ECTOPIC 


PREGNANCY 
A Review and Case Reports 


E. C. GARBER, JR., M.D. 
FAYETTEVILLE 


A review of the literature indicates that 
the incidence of ectopic pregnancy has in- 
creased during the past few years. Schu- 
mann") reported it as 1 to 303 intrauterine 
gestations in the city of Philadelphia dur- 
ing 1918. Anderson’, using Schumann’s 
method of correction, reported the incidence 
to be 1 to 182 in the city of Baltimore dur- 
ing 1944-1948 (table 1). Schumann’s correc- 
tion factors are probably high. 

More recent figures indicate that ectopic 
pregnancy is probably more frequent than 
the incidence quoted above. Because of the 
apparent increase in frequency and the seri- 
ous mortality and morbidity of this condi- 
tion, we should attempt to improve our di- 
agnostic accuracy. Although the literature 
contains numerous reports and analyses on 
ectopic pregnancy, the correct diagnosis re- 
mains one of the challenges of surgical 
judgment. The classic picture of amenor- 
rhea, bleeding, pain, and a palpable mass 
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Table 1 Table 3 
Incidence Shoulder Pain 
Author and Corrected Data—Schumann’s Method = 
(+ 10%) (+ 25%) Author 8 se 5 
Schumann 5 
Hf enderson and Bean‘*) 302 76 25.0 
Anderson Priddle, Moulton 
1944-1948 947 172,409 1:182 and Dennis‘*) 136 3 0.7 
Pacman? 5) 245 34 13.8 
is relatively infrequent as compared with aa 125 31 24.8 
the various signs and symptoms that this 
disease may present. Total 80 144 17.8 
This review is presented in an attempt to 
help improve our diagnostic accuracy. Re- Table 4 
ports by numerous authors have been stud- Rectal Pain or Pressure 
ied and tabulated. Since it was not possible 
to base this study on any certain number — $ 3 
of cases, the figures presented will vary ~ e 
from table to table. Z Ey 
Priddle, Moulton 
Symptoms and Dennis(‘*) 136 4 2.0 
. Johnson‘) 245 53 21.6 
Pain Bookrajian and 
Practically all cases of ectopic pregnancy 125 10 8.0 
manifest some sort of abdominal pain. and Beecham(!2) 321 48 15.3 
Table 2 shows that 90.3 per cent of 1,975 ane oni sean 
patients complained of pain. The pain may Total 887 115 12.9 
be unilateral, but frequently it is generals 
ized. Cramping pain is complained of most Table 5 
frequently, but it may be sharp in acute rup- Abnormal Bleeding 
ture. Dull aching pelvic pain is more fre- 
quent in patients with a pelvic mass. Shoul- é! g ~ 
der pain (table 3) was present in 17.8 per —F é S 
cent of 808 cases, whereas rectal pain or s Ey 
‘ i 9 
pressure (table 4) was present in 12.9 Per enderson and Bean(3) 302 85.8 
cent of 887 cases. In the absence of pain, Priddle, Moulton 
the diagnosis of ectopic pregnancy should be and Dennis‘*) 136 82 61.0 
ded Johnson(®) 245 110 44,9 
guarded, Carraba and 
Silberblatt(®) 150 150 100.0 
le 2 Bell and Ingersoll (7) 130 109 83.8 
Ware and Winn'‘*) 150 121 74.0 
Ware‘) 146 114 78.0 
~ Lucei(1) 70 56 80.0 
4 Bookrajian and 
Author Ya Charles (11) 125 92 75.2 
s= Beecham, Collins, Thomas 
and Beecham(!2) 381 377 98.9 
Henderson and Bean‘*) 302 802 100.0 Leff and Winsor(‘!?) 172 143 83.1 
Priddle, Moulton Ward(13) 140 127 90.7 
and Dennis‘*) 136 122 90.0 Draa and Baum'‘!5) 224 219 93.3 
Johnson (5) 245 214 87.3 
Carrabea and Total 2371 1959 82.6 
Silberblatt‘*) 150 145 96.7 
Bell and Ingersoll‘7) 130 120 92.0 - 
and Winn'‘®) 150 148 98.1 Bleeding 
Lueci(1) 70 68 970 Abnormal vaginal bleeding was found in 
ogg 82-6 per cent of 2,371 cases. (table 5). 
/naries ) 2 US. ° 
Beecham, Collins, Thomas, Bleeding is usually slight and intermittent, 
and Beecham('!?) 381 258 67.8 but may be continuous. Slight bleeding is 
Ward(?®) 140 137 97.8 frequently present for several days before 


Total 1975 1783 90.3 


the onset of pain. The absence of profuse 
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Table 6 
Amenorrhea 
sé 
Zz 
Priddle, Moulton 
and Dennis‘?) 136 112 81.0 
Johnson(5) 245 68 
Carraba and 
Silberblatt(® 150 113 75.3 
Ware and Winn‘) 150 74 49.3 
Ware'®) 146 73 50.0 
Lucci (19) 70 16 23.0 
Bookrajian and 
Charles(11) 125 85 68.0 
Beecham, Collins, Thomas 
and Beecham 381 70 18.5 
Leff and Winson(!*) 172 133 77.3 
Ward(13) 140 88 62.8 
Total 1715 832 48.5 


bleeding and clots is significant, particularly 
when abortion or pelvic inflammatory dis- 
ease must be ruled out. When bleeding is 
profuse, the diagnosis is usually not ectopic 
pregnancy unless another condition such as 
uterine fibroids co-exist. 


Amenorrhea 

Amenorrhea was present in 48.5 per cent 
of 1,715 cases (table 6). However, a care- 
fully taken history often reveals an abnor- 
mal period. The patient should be questioned 
carefully as to the duration and amount of 
the last period. 


Shock 

Shock was present in 22.9 per cent of 
1,903 cases. (table 7). Syncope was recorded 
in 44 per cent of cases. 


Table 7 
Shock 
4 
Author i Fx & 
Henderson and Bean(3) 302 91 30.1 
Priddle, Moulton 
and Dennis(*) 136 45 33.0 
Johnson (5) 245 81 33.0 
Carrabba(®) 150 15 10.0 
Bell and Ingersoll (7) 130 20 15.3 
Lucci (19) 70 19 27.1 
Bookrajian and 
Charles(11) 125 44 35.2 
Beecham, Collins, Thomas 
and Beecham(!2) 381 78 20.4 
Ward(13) 140 24 17.1 
Draa and Baum(!15) 224 20 89.2 
Total 1903 437 22.9 
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Table 8 

Nausea, Vomiting or Gastrointestinal Complaints 

Author 

3) ra 

Henderson and Bean(?) 302 86 30.0 

Priddle, Moulton 

and Dennis(‘*) 136 12 9.0 
Johnson (5) 245 125 51.0 
Carrabba(®) 150 42 28.0 
Total 833 265 31.8 


Nausea and vomiting 

Nausea, vomiting, or gastrointestinal dis- 
turbances were present in 31.8 per cent of 
833 cases, as indicated in table 8. 


Physical Findings 


The temperature was below 100 F. in 79.7 
per cent of 749 cases, as shown in table 9. 
The blood pressure is usually normal in those 
patients with a pelvic mass and below 100 
systolic in the acutely ruptured cases. The 
pulse is characteristically rapid when ectopic 
pregnancy is ruptured. Pulse rate and vol- 
ume give a more accurate indication as to 
the patient’s condition than does the blood 
pressure. 


Table 9 
Temperature 
Bo 
Author j 
~ = = ~ 
eS 
Zz 
Ware and Winn(‘8) 150 82 54.6 
Ware(?) 146 110 75.0 
Bookrajian and 
Charles(11) 125 107 85.6 
Beecham, Collins, Thomas 
and Beecham (12) 328 299 91.1 
Total 749 598 79.7 


Abdominal findings 


Abdominal findings vary greatly (table 
10). Tenderness was recorded in 68.7 per 
cent of 891 cases. The amount of blood that 
may be in the abdominal cavity despite mini- 
mal abdominal findings, however, is remark- 
able. A shifting dullness can frequently be 
demonstrated when a large amount of blood 
is present. 


Pelvic findings 


The chief pelvic findings in ectopic preg- 
nancy are tenderness, particularly in the 


4 


April, 1955 
Table 10 
Abdominal Tenderness 
5 
Johnson (5) 245 26 10.6 
Bookrajian and 
Charles(11) 125 114 91.2 
Beecham, Collins, Thomas 
and Beecham(!?) 343 90.0 
Ward(!3) 140 130 92.8 
Total 891 613 68.7 


cul-de-sac, and pain on manipulation of the 
cervix. Pain on cervical manipulation was 
found in 63.6 per cent of 891 cases (table 
11). 


Table 11 
Pain on Cervical Manipulation 
Author & 
a 
Johnson (5) 245 108 44.0 
Bookrajian and 
Charles(1!) 125 70 56.0 
Beecham, Collins, Thomas 
and Beecham(!?) 381 305 80.0 
Ward(3) 140 84 60.0 
Total 891 567 63.6 


An abnormal pelvic mass was palpated in 
49.4 per cent of 2,221 cases (table 12). When 
discovered, the mass is usually posterior or 
lateral, and soft and elastic. It is usually 
quite tender. 


Table 12 
Palpable Mass 
¥ 
Author & Se 8 
ss 
Henderson and Bean(?) 302 231 76.5 
Priddle, Moulton 
and Dennis‘? 136 49 36.0 
Johnson(5) 245 188 77.0 
Bell and Ingersoll(7) 130 33 25.4 
Ware and Winn(®) 150 100 66.7 
Ware(?) 146 74 51.0 
Lucci (19) 70 48 68.0 
Bookrajian and 
Charles (11) 125 57 45.6 
Beecham, Collins, Thomas 
and Beecham(!2) 381 165 43.3 
Ward(13) 140 80 57.1 
Draa and Baum(15) 224 73 32.5 
Leff and Winson(14) 172 116 67.4 
Total 2221 1098 49.4 


SYMPOSIUM ON OBSTETRICS 


139 


Laboratory Findings 


The leukocyte count is usually above 
10,000 in the acute cases and also in approx- 
imately 30 per cent of the group with hema- 
toma. The white cell count increases rapidly 
after rupture, but then drops to normal 
within 48 hours unless there is a recurrence 
of bleeding. When a pelvic mass is due to 
an ectopic pregnancy, the white count is 
usually lower than would be expected when 
the pelvic mass is inflammatory in origin. 
The red cell count is usually low in the 
acutely ruptured cases, and will be below 
3,000,000 in about 50 per cent of all cases. 
A decreasing hemoglobin is more significant 
than the initial reading. 


Diagnostic Procedures 


Biologie or chemical pregnancy tests are 
frequently done. They are time-consuming, 
however, and when negative they do not ex- 
clude pregnancy. A positive test confirms 
the suspicion of pregancy either intra- or 
extra-uterine. When interpreted properly, 
the test may be of some value in determin- 
ing the nature of an adnexal mass. 

Examination under anesthesia is a help- 
ful aid. When this is done, the operating 
room should be in readiness for immediate 
laparotomy, as examination may aggravate 
bleeding. Dilatation and curettage may be of 
value. If chorionic tissue is found, the pres- 
ence of a recent intrauterine pregnancy is 
obvious. Decidual tissue only is suggestive, 
but not absolutely indicative of ectopic preg- 
nancy. Culdoscopy, colpotomy or needle as- 
piration of the pouch of Douglas have be- 
come popular and helpful diagnostic aids. 
Of the three, the posterior colpotomy inci- 
sion provides more information. Draa and 
Baum''®) recently reported 224 cases of ec- 
topic pregnancy of which 34 per cent were 
removed through a posterior colpotomy in- 
cision. 


Case Reports 


Four brief case reports follow, each rep- 
resenting a different and rather distinct 
type of ectopic pregnancy and illustrating 
the varied symptomatology that may be seen 
in this condition. The 4 types represented 
are: (1) acute rupture with hemoperiton- 


eum; (2) partial rupture, or the so-called 
“leaking” ectopic; (3) old rupture with 
hematocele; and (4) the rare unruptured 
ectopic pregnancy. 


: 
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Analysis of Cases 


ae Case 1 
Admission data Acute Rupture 
Date 1/5/53 
Age 34 
Parity I 
Last menstrual period 11/18/52 

Symptoms 
Pain Severe 
Vaginal bleeding Spotting 
Fainting Yes 
Clinical data 
Temperature 99.2 F 
Pulse 100 
Blood pressure 118/70 
Hemoglobin 9 Gm. 
White blood cell count 12,900 
Pelvic examination Extremely 
tender 
Operative findings Rupture 


Case 1 


A 34 year old white woman, Para I, was admitted 
January 5, 1953, because of abdominal pain and 
fainting. The last menstrual period was November 
18, 1952. Slight bleeding started December 18, 1952, 
and continued for several days. Ten hours before 
admission she had sudden, severe abdominal pain, 
and felt as though she was going to faint. Also, 
she experienced slight shoulder pain. The tempera- 
ture was 99.2, pulse 100, blood pressure 118 sys- 
tolic, 70 diastolic. Moderate tenderness was noted 
throughout the abdomen, with exquisite tenderness 
in the left lower quadrant. There was extreme pain 
on manipulation of the cervix. The uterus was nor- 
mal. A bulge was present on the right side and in 
the cul-de-sac. The hemoglobin was 9 Gm., and the 
white blood cell count was 12,900. Laparotomy re- 
vealed 1,000 to 1,500 cc. of blood and clots in the 
abdomen, with a ruptured tubal pregnancy in the 
proximal portion of the left tube. 


Case 2 


A 34 year old, white nurse, Para I, was admitted 
September 26, 1952, because of abdominal pain and 
vaginal bleeding. The last menstrual period was 
August 1, 1952. Slight spotting and cramping be- 
gan September 5, 1952. The patient experienced 
rather severe pain in the left lower quadrant on 
September 6, 1952. Pain and bleeding continued, 
and she passed what she thought was tissue on Sep- 
tember 24, 1952. The temperature was 98.6 F., pulse 
84, blood pressure 110 systolic, 60 diastolic. There 
was slight tenderness in the left lower quadrant. 
Pelvic examination revealed moderate pain on cer- 
vical manipulation. The uterus was posterior and 
normal, and a tender mass, 2 by 5 cm., was pal- 
pated on the left. The hemoglobin was 12 Gm. and 
the white blood cell count 8,700. Dilatation and 
curettage was done and tissue was reported as 
menstrual endometrium. The patient had no more 
pain and was discharged. 


This patient was readmitted October 7, 1952, be- 
cause of abdominal pain. The abdomen was quite 
tender. The hemoglobin was 12.5 Gm., and the white 
blood cell count 8,900. At laparotomy she was found 
to have a pregnancy in the middle of the left tube. 
There was about 50 cc. of blood in the cul-de-sac 
with only slight leaking. 


Case 2 Case 3 Case 4 
Leaking Hematocele Unruptured 
9/26/52 12/10/49 4/6/50 
34 29 35 
I Vv 0 
8/1/52 10/10/49 2/15/50 
Cramping Severe, then Cramping 
cramping 
Spotting Spotting None 
No No No 
98.6 F. 99.0 F. 99.0 F. 
84 84 84 
110/60 128/74 130/70 
12 Gm. 11 Gm. 12.5 Gm. 
8,700 11,100 6,050 
Slightly ten- Tender mass Tender mass 
der mass 
Leaking Hematocele Unruptured tubal 


pregnancy 


Case 3 
A 29 year old Negro woman, Para V, was ad- 
mitted December 10, 1949, because of abdominal 
my The last menstrual period was October 10, 
1949. Three weeks before admission she had experi- 
enced severe, sharp pain in the lower part of the 
abdomen. Intermittent pain had continued and defe- 
cation was painful. Five days before admission va- 
ginal spotting had appeared and continued. The 
temperature was 99 F., pulse 84, and blood pres- 
sure 128 systolic, 74 diastolic. Moderate tenderness 
was noted in the lower part of the abdomen. There 
was slight pain on cervical manipulation, and the 
uterus was found to be normal in size. A tender, 
soft mass filled the right side of the pelvis and 
bulged into the right fornix. The hemoglobin was 
11 Gm. and the white blood cell count was 11,000. 
Laparotomy revealed a 9 by 6 cm. mass on the 
right, consisting of tube, placental tissue, a 7.5 cr. 
fetus, blood clots, and omentum. 


Case 4 

A 35 year old, Negro woman, Para 0, was ad- 
mitted April 6, 1950, because of abdominal pain. 
The last menstrual period was February 15, 1950. 
Cramping abdominal pain had been present for six 
days. There had been no bleeding. The temperature 
was 99 F., pulse 84, and blood pressure 130 systolic, 
70 diastolic. A firm nontender mass was palpated 
in the left lower part of the abdomen. The uterus 
was normal with an 8 by 8 cm. mass left and an- 
terior. On the right was an exquisitely tender mass 
measuring 3 by 4 cm. The hemoglobin was 12.5 
Gm. and the white blood count 6,050. Laparotomy 
revealed an unruptured tubal pregnancy on the 
right and an 8 by 8 cm. solitary fibroid tumor on 
the left. 


Summary and Conclusion 

1. The recent literature on ectopic preg- 
nancy has been reviewed briefly and the 
symptoms and signs tabulated. 

2. The most common signs and symptoms 
are abdominal pain (90.3 per cent), vaginal 
bleeding (82.6 per cent), abdominal tender- 
ness (68.7 per cent) and pelvic tenderness 
(63.6 per cent). 
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3. Four cases are briefly reported. 

4. It is felt that a carefully taken history, 
a thorough pelvic examination, and the ju- 
dicious use of diagnostic aids and proced- 
ures, should improve our diagnostic ac- 
curacy. 
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THERAPEUTIC MISUSE OF 
SALICYLATE COMPOUNDS 
WITH RESULTING 
INTOXICATION 


A Report of Two Cases in Infancy 


JULIAN F. KEITH, JR., M.D. 
WINSTON-SALEM 


The treatment of an infant with major 
drugs gives rise to serious consideration on 
the part of the attending physician. The use 
of a drug such as aspirin, however, usually 
does not cause any great concern. The di- 
agnosis of severe salicylate intoxication in 2 
infants admitted to the Pediatric Service of 
the North Carolina Baptist Hospital within 
the past few months prompted this report. 

Cases of salicylate intoxication secondary 
to cutaneous absorption of salicylic acid have 
been reported"), as have cases of idiosyn- 
crasy to salicylate and intoxication from the 
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accidental ingestion of large quantities of 
salicylates. Cases of a more serious nature 
in the latter usually result from the ingestion 
of oil of wintergreen, which contains 98 per 
cent methyl! salicylate. The seriousness of 
these cases may be due to the fact that it is 
easier to swallow 8 cc. of liquid than it is 
12 tablets. 

Cases of salicylate intoxication following 
the injudicious use of aspirin or other sali- 
cylate-containing compounds, however, far 
exceed other causes of salicylism reported in 
the literature. In the decade 1933-1943 a 
total of 52 cases of fatal salicylate intoxica- 
tion were reported to the United States Cen- 
sus Bureau each year. It is to be expected 
that as many or more cases were not re- 
ported, because of the ease with which the 
diagnosis is missed by the clinician and the 
pathologist. 


Reports of Cases 
Case 1 


This 5 month old baby girl was referred here by 
her family physician because of abnormal respira- 
tions and cyanosis. 

Three weeks prior to admission the infant had 
had acute coryza. At that time she was treated, 
without the advice of a physician, with aspirin, cas- 
toria, and “fever and cold medicine”* obtained at a 
local drug store. The informant did not know the 
amount of the drugs received. The child improved 
temporarily, but five days later the symptoms re- 
curred. The “fever and cold medicine” was continued 
in unknown amounts. Five days prior to admission 
the baby began to “feel hot,” acquired a cough, be- 
came irritable, and ate poorly. Three days before 
admission diarrhea developed, and was treated with 
penicillin. Aspirin, 1% grains, was prescribed for 
the fever, and the mother continued to give the 
“fever and cold medicine,” giving approximately 2 
to 3 cc. every four hours. The fever continued and 
the infant’s fluid intake was quite poor. 

On the day of admission the infant had periods 
of collapse alternating with periods of extreme ir- 
ritability. It is known that she received 10 or more 
of the 1% grain aspirin tablets in the 24 hours pre- 
ceding admission, in addition to the “fever and cold 
medicine.” She was seen by the family doctor four 
hours prior to her admission here. At that time 
she was comatose, exhibited marked hyperpnea, and 
was cyanotic in spite of the large air exchange 
present. 


Physical examination 


The infant was well nourished and well developed. 
Periods of depression alternated with periods of 
marked irritability. The lips and nail beds appeared 
dusky. The respirations were deep and forceful— 
rate 80 per minute. There was no acetone odor to 
the breath. The temperature was 104.6 F. and the 
pulse 200. The weight was 6.7 kg. The skin was hot 
and dry. There were no petechiae or ecchymoses. 
The fontanell was neutral. The left tympanic mem- 
brane was dull and reddened. The eyes were sunken 


*“Fever and cold medicine.’ Phenacetin, gr.ii; aspirin,” gr. 
ii in each 4 ce. of syrup of cocillana, Each fluid ounce con- 
tained: ethymorphine hydrochloride, gr. 1/4, tincture eupho- 
riba pilulifcra, 120 minims, tincture of cocillana, 40 minims, 
casearin, gr.viii, menthol, gr. 2/25 and alcohol, 6%. 
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and dulled. The mucous membranes of the mouth 
were exremely dry, and the tongue was coated. The 
pharynx was beefy red; no exudate was noted. The 
neck was supple. The lungs were clear to percus- 
sion and auscultation. An extreme tachycardia was 
the only cardiac abnormality noted. The remainder 
of the examination, including a careful neurologic 
study, was completely negative. 


Accessory clinical findings: 


The hemoglobin was 10.9 Gm. per 100 cc.; the 
hematocrit, 32 volumes per 100 cc. The white cell 
count was 16,000, with a differential count (100 
cells) of 41 segmenters, 1 band form, 55 lympho- 
cytes, 3 monocytes. There were hypochromic red 
cells and adequate platelets. The Kahn and Wasser- 
mann tests were negative. The urine was cloudy 
yellow; the specific gravity, 1.024; the pH, 4.5; al- 
bumin, a trace; sugar, negative; acetone, 4 plus; 
microscopic examination, normal. A pharyngeal cul- 
ture showed 100 colonies of type III pneumococcus. 
A stool culture was positive for Aerobacter and 
Pseudmonas. The carbon dioxide combining power 
was 13 milli-equivalents per liter; serum chlorides, 
116.5 milli-equivalents per liter, and serum salicyl- 
ate, 42.7 mg. per 100 cc. An electrocardiogram re- 
vealed a sinus tachycardia of 210 and no other ab- 
normalities. 


Course in the hospital 

A tentative diagnosis of salicylate intoxication 
was made before any laboratory data were reported. 
Oxygen was offered immediately and parenteral 
fluids were started. The infant voided soon after ad- 
mission. During the first 24 hours she was given 800 
ec. of 5 per cent dextrose in water, 150 cc. of nor- 
mal saline, 66 cc. of 1/6 lactate, and 100 cc. of 
Ringer’s solution. Penicillin and streptomycin were 
given therapeutically for the obvious infection, and 
prophylactically because of the possibility of sep- 
ticemia. Later these were withdrawn and a triple 
sulfonamide preparation (Terfonyl*) was given be- 
cause of the diarrhea. 

Twelve hours following admission the infant sud- 
denly had a generalized clonic convulsion and turned 
extremely cyanotic. The temperature then was 102 
F. rectally. She was treated with sodium pheno- 
barbital and calcium gluconate, the latter being 
given because of the possibility of post-acidotic 
tetany. Within five minutes the convulsion ceased 
and the color improved. An attempt at a lumbar 
puncture was unsuccessful. 

At 36 hours there was a 1 plus acetonuria. Be- 
cause of continued diarrhea, 350 cc. of Ringer’s 
solution and 350 cc. of 5 per cent dextrose in water 
were continued intravenously. Clear oral fluids, of- 
fered frequently and in small amounts, were taken 
eagerly. In 72 hours the diarrhea had abated, there 
was a marked decrease in the hyperpnea, and the 
urine acetone was negative. Parenteral fluids and 
oxygen were discontinued. The infant remained 
afebrile, and the remainder of the hospital course 
was uneventful. At the time of discharge, on the 
sixth hospital day, physical examination was within 
normal limits. 

It is estimated that during the five days prior to 
admission the infant had received 1.18 grains per 
pound per day of aspirin, in addition to what had 
been given over the preceeding three weeks. 


Case 2 

This 23 month old infant girl was referred to our 
Pediatric Service by her family physician because of 
respiratory distress, thought to be secondary to as- 
piration of vomitus. 


The history in this case was extremely unreli- 
able, illustrating well the difficulties often encount- 


*Terfonyl, E. R. Squibb & Sons. 
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ered in obtaining a history of excessive aspirin in- 
gestion, even when it is suspected. It was stated 
that the child had had a cold with a “runny nose” 
one week prior to admission, but ate and played 
well. Approximately 24 hours prior to admission she 
was said to have “suddenly” become very irritable 
and was noted to be breathing rapidly. She was un- 
able to stand alone, the cry was hoarse, and she felt 
hot. She cried most of the night prior to admission, 
continued to breathe rapidly, and 12 hours before 
admission had a generalized clonic convulsion last- 
ing from 3 to 5 minutes. 

Shortly afterwards she was seen by a physician. 
The respirations were deep and rapid. Generalized 
moist rales were noted. The temperature was 100 
(axillary). She was given S-R penicillin (Parke- 
Davis & Co.), and sulfa-sugracillin (Upjohn) was 
prescribed. Six hours later she was seen by another 
physician because of the abnormal respirations. The 
temperature was 98.4 (axillary). She was given as- 
pirin, 128 mg., and phenobarbital. Elixir of Nembu- 
tal and Histadyl cough syrup were prescribed. Three 
hours later she was seen again by the first physi- 
cian. At that time she was comatose, the respira- 
tions were extremely rapid and deep, and the lips 
appeared dusky. A moderate amount of mucus was 
removed from the throat, and the patient was re- 
ferred here. 

Direct questioning revealed that the mother had 
been giving the child one to two aspirin tablets daily 
since early infancy, “because they seemed to make 
her quieter.” Nothing was known of the amount 
given in the days immediately prior to the admis- 
sion. However, it is reasonable to guess that a fairly 
large amount was given because of the irritability, 
a the misconception that aspirin has a sedative 
effect. 


Physical examination 


This was a well developed, chubby child who was 
extremely lethargic and weak, responding poorly to 
stimulation. During the examination there were 
two convulsive episodes, with symmetrical clonic 
movements of the extremities, drawing back of the 
head, and chewing of the tongue. The temperature 
was 106.4 F., respiration 60, and pulse 240. The blood 
pressure was 150 systolic, 84 diastolic. The weight 
was 12.8 Kg. 

The skin was extremely hot and dry, with poor 
turgor. There was slieht cyanosis of the lips and 
nailbeds. The fontanell was closed. The tympanic 
membranes were dull and reddened bilaterally. There 
was marked trismus and moderate nuchal rigiditv. 
The respirations were rapid. deep, and forceful. 
There was increased tubular breathing throughout, 
and numerous coarse, dry rales in both lung fields. 
The only cardiac abnormality was the extreme 
tachycardia. Femoral pulses were present. Abdom- 
inal and skeletal examinations were normal. A 
neurologic examination revealed bilateral, non-fixed, 
squints, trismus, nuchal rigidity, and hyperactive 
deep tendon reflexes. The Babinski and Kernig signs 
were absent. 


Accessory clinical findings 


The hemoglobin was 9.5 Gm. per 100 cc. The cor- 
rected sedimentation rate (Wintrobe) was 8 mm. 
per hour. The white cell count was 33,000, with a 
differential count (100 cells) of 53 polymorphonu- 
clears, 16 band forms, 28 lymphocytes, and 3 mono- 
cytes. Platelets were adequate. The urine was clear 
yellow; specific gravity, 1.024; albumin, 1 plus; su- 
gar. negative; acetone, 4 plus. There were 2 to 4 
white blood cells and 1 to 2 granular casts per high 
power field, uncentrifuged. The blood urea nitrogen 
was 44 mg. per 100 cc., and four days later was 16 
mg. per 100 cc. The serum salicylate was 72 mg. per 
100 ec. The cerebrospinal fluid was clear. The cere- 
brospinal fluid pressure was more than 600 mm, of 
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Table 1 
Comparison of Cases of Salicylism 


Case 
Age (months) ........... 
Pyrexia 
Abnormal respiration ... 
Depression—Coma 
Irritability or convulsion . 


Cyanosis 
Acetone breath .... 
Dehydration .. 

Thirst 
Hemorrhagic tendency 
Oliguria 
Tachycardia . 


water, 6 monocytes per millimeter’), and 10 mg. of 
protein per 100 cc. Cultures of spinal fluid, blood, 
and urine were negative. Radiographic examination 
of the skull was negative. 


Course in hospital 

Immediately following completion of the initial 
examination the child was placed in oxygen. A right 
saphenous cutdown was performed and 0.15 mg. of 
Purodigin* was given slowly, and the pulse slowed 
to 160. There was no apparent improvement in the 
child’s condition. 

Intravenous fluids for the first 18 hours consisted 
of 1,000 ce. of 5 per cent glucose in water, 125 ce. 
of 5 per cent glucose in Ringer’s solution; 150 ce. of 
1/6 molar lactate. Because of the possibility of sep- 
ticemia, tetracycline was given intravenously, 125 
mg. every six hours. 

At the end of 18 hours the urine pH was 5.0, and 
the test for acetone (Acetest) was strongly posi- 
tive. The temperature was 101.8 F. rectally. During 
the next 24 hours parenteral fluids were continued 
in the form of 5 per cent glucose in water, 1,000 
ce.; 5 per cent glucose in Ringer’s solution, 200 cc.; 
and 1/6 molar lactate, 50 ec. At 36 hours, 15 ce. of 
Coca-Cola was offered hourly and increased to 30 
ee. after 5 hours. 

At the end of 48 hours the respiratory rate was 
approaching normal. The test for acetone (Acetest) 
was faintly positive. The child was voiding well, 
and the temperature was normal. Oral fluids were 
being taken eagerly and retained well, thus elim- 
inating the need for parenteral fluid therapy. The 
tetracycline was discontinued at this time and peni- 
cillin substituted for the following two days as a 
prophylactic measure. 

At the time of discharge on the fifth hospital day 
physical examination was within normal limits, and 
the child appeared perfectly well. 


Comment 


There is documented evidence that idio- 
syncrasies to salicylate do occur. However, 
the type of salicylism most frequently seen 
in the pediatric age group is a true intoxi- 
cation. These cases usually represent the 
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injudicious use of aspirin therapeutically in 
infants and toddlers. Occasionally, intoxica- 
tion occurs in the toddler group as a result 
of the accidental ingestion of oil of winter- 
green, which has a methyl] salicylate concen- 
tration of 98 per cent, 8 cc. of this being 
equivalent to 12 5-grain tablets. 


Diagnosis 


A history of the ingestion of salicylate 
(aspirin or a salicylate containing com- 
pound) is the best clue to diagnosis. This 
is rarely obtained, however, unless the di- 
agnosis is suspected and direct questioning 
concerning recent treatment is carried out. 
In a group of cases of salicylate intoxication 
the only common symptom is the abnormal 
respiration. Other principal presenting 
symptoms are mild dehydration, vomiting, 
periods of stupor alternating with periods 
of increased irritability, generalized tonic 
and clonic convulsions, cyanosis associated 
with the abnormal respiration, (that is, a 
marked increase in the rate and depth, much 
like the classic Kussmaul breathing), ace- 
tone odor to the breath, abdominal pain, 
fever, thirst, a hemorrhagic tendency, and 
in older children, tinnitus. 

Dietrick’*’, in a recent article, presented 
3 cases of therapeutic salicylism and 3 cases 
secondary to the accidental ingestion of as- 
pirin. In each case the initial symptoms or 
signs were tabulated. In table 1 we use his 
method of tabulation in comparing his 6 
cases with the 2 cases we present. An addi- 


tional sign, tachycardia, not noted by Die- 
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trick, was quite prominent in both our cases, 
giving rise to suspicion of paroxysmal auri- 
cular tachycardia. 

It can be stated fairly definitely that the 
amount of salicylate ingested and the con- 
comitant blood levels which cause clinical 
symptoms vary widely from patient to pa- 
tient. However, a serum salicylate level of 
over 30 mg. per 100 cc. (300 gamma) with 
accompanying clinical symptoms is sufficient 
to establish a diagnosis. It is well known that 
factors other than the amount of salicylate 
ingested influence the outcome in cases of 
salicylate intoxication. The increased meta- 
bolic demand, with glycogen reserve deple- 
tion, a decreased caloric intake, and, in in- 
fants particularly, the over-all primary 
change in total water-electrolyte balance re- 
sulting from a febrile illness of several days 
duration, all tend to cause more severe in- 
toxication than one sees in a well child who 
accidentally ingests a large amount of as- 
pirin. 

Metabolic problems 


The metabolic problems associated with 
salicylate intoxication have been reviewed 
by Lipman and others’. The changes in 
the acid-base balance may be briefly sum- 
marized as follows: 

Phase 1: First there is hyperpnea as a re- 
sult of the central respiratory stimulation by 
salicylate. This results in a decreased blood 
carbon dioxide concentration, with a change 
in the -HCO,;/H.CO, ratio toward the al- 
kaline side. The result is a respiratory alka- 
losis with an increased blood pH, which is 
compensated by renal excretion of bicarbo- 
nate. Thus in this phase one is dealing with 
the paradox of a lowered blood carbon di- 
oxide with alkalosis, the differential diag- 
nosis of acidosis-alkalosis being determined 
by the finding of an alkaline urine. 

Phase 2: This phase is marked by compen- 
sated acidosis. A ketosis develops as the re- 
sult of interference with carbohydrate meta- 
bolism. In infants and toddlers undergoing 
several days of a febrile illness, the ketosis 
from salicylism, per se, is accentuated by a 
decreased glycogen reserve and decreased 
caloric intake. The alkaline reserve, pre- 
viously lowered by phase 1 activity, is now 
restored and maintained by the renal and 
blood buffer mechanisms and the respiratory 
defense (hyperpnea) of the blood pH. 


Phase 3: Unless correction is begun dur- 
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ing phase 2, a decompensated acidosis with 
depleted alkali reserve results. In this phase 
the buffering systems and renal mechanisms 
are unable to achieve adequate compensa- 
tion. Result: a decreased blood pH. 


Treatment 

The treatment depends upon the phase of 
the intoxication. In cases of accidental in- 
gestion, early gavage with tap water is in- 
dicated. Should hyperpnea have supervened 
this would be a useless procedure. Gavage 
with sodium bacarbonate is contraindicated, 
since this may enhance salicylate absorption. 
When necessary, fluid-electrolyte balance 
and an adequate carbohydrate intake should 
be maintained parenterally. 


Summary 
Two cases of therapeutic salicylate intoxi- 
cation are presented in detail. The major 
symptoms and signs are noted. A brief re- 
view of the metabolic problems encountered 
and the principles of therapy are discussed. 


References 


1. (a) Young, C. J.: Salicylate Intoxication From Cutaneous 
Absorption of Salicylic Acid, South. M. J. 45:1075-1077 
(Nov.) 1952. (b) Lawson, R. B., and Kaiser, A. D.: Methyl 
Salicylate Poisoning; Report of Case of Death in Child 
with Rheumatic Fever Following Cutaneous Administra- 
tion of Oil of Wintergreen, Arch. Pediat. 54:509-519 (Sept.) 
1937. 

2. Dietrick, A. S., Guard, H. L., and Geppert, L. J.: Salicy- 
late Intoxication in Children, U. S. Armed Forces M. J. 
3:149-158 (Jan.) 1952, 

3. Lipman, B. L., Krasnoff, O., and Schless, R. A.: Acute 
Acetylsalicylic Acid Intoxication; Report of 5 Cases with 


2 Deaths, Am. J. Dis. Child. 78:477-483 (Oct.) 1949. 


Social reform and eugenics. Since attempts at 
improving the environment of the people and at- 
tempts at improving the stock, are entirely differ- 
ent, there can really be no conflict between social 
reform and Eugenics. Medicine’s attitude towards 
those critics who suggest a conflict is surely to say: 
“these things ye ought to do, but not to have left 
undone the others.”” What cramps our style again 
and again is the lure of immediate results. It is a 
weak strain in human nature. With the Communist 
it takes the form of a lust for direct action, “and 
damn the consequences.” With the politician it is 
frequently “ninepence for sixpence” and I hope no 
one will notice the slight economic fallacy involved. 
With the sick man it is a bottle of medicine or an 
operation. What are most of these but expedients of 
the moment, temporary devices that can only secure 
transitory and impermanent results; Too often, 
alas! they are tricks of the charlatan, whose sole 
motive is to be the chief actor upon the stage. But 
though the eugenist has no quarrel with the prin- 
ciple underlying social and environmental reforms 
he is bound to notice that a number of efforts in 
these directions seem to be of the nature of tinker- 
ing.—Horder, L.: Fifty Years of Medicine, New 
York, Philosophical Library, 1954, p. 51. 
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COMMON SPEECH DEFECTS IN 
CHILDREN 


RODERICK B. ORMANDY, PH.D. 
DURHAM 


Most of us take our ability to talk for 
granted. We move our lips, tongue, jaw, and 
throat muscles rather automatically and un- 
consciously in order to change the shape of 
the sound issuing from the vocal folds into 
recognizable speech. Our ability to perform 
this complicated act receives little or no no- 
tice as we go about our daily living. It is 
only when our interest is drawn to an indiv- 
idual who cannot talk as well as we that we 
give thought and consideration to speech. 

At present, we are much more tolerant of 
handicapped people than we have been. The 
speech-handicapped individual, however, is 
not yet quite so fortunately regarded. Stut- 
tering, lisping, and baby-talking characters 
are still ridiculed on radio, television, and in 
the pages of our comic books. The people who 
have been able to turn their defect into an 
asset, who in a sense have over-compensated 
for their handicap, are indeed the fortunate 
ones. The usual reaction of the handicapped 
individual, like that of many of us, to ridicule, 
punishment, and the social penalties imposed 
by society, is withdrawal and seclusion. Many 
speech-defective persons have chosen this 
way out, and thus society has been deprived 
of the contributions of a number of capable 
and intelligent individuals. We know that this 
does not have to happen. A majority of 
speech-handicapped people can be helped to 
achieve speech within the range of normal 
deviation. 

Although statistics vary somewhat, approx- 
imately 85 per cent of the speech defective 
population have what are termed “functional 
articulation problems”—that is, they did not 
master the formation of speech sounds, for 
some reason or other, at the usual time. This 
group as a whole responds well to speech 
training, and it is doubtful if there is any 
other kind of therapy that will, for as small 
an outlay in terms of time, effort, and money, 
restore a handicapped person to a normal 
place in society. 


Infantile Speech 
Probably the most common speech prob- 
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lem with which the general practitioner or 
the pediatrician is confronted is the child 
who is still talking “baby talk” at an age 
when most children have good speech arti- 
culation. Our first reaction upon seeing such 
a child is to advise the parents to “let him 
alone, he’ll outgrow it.” On the surface this 
may not seem to be bad advice, because we 
know that many children do outgrow this 
type of minor articulatory disturbance. How- 
ever, we do not know the extent of social 
penalty and psychologic trauma imposed on 
the child as he belatedly goes through the 
transition from poor to adequate speech. Al- 
though the exact effect of a speech defect 
on personality development cannot be meas- 
ured, it is enlightening to talk with an older 
child or a young adult who has had the ex- 
perience of “outgrowing” his speech defect. 
If we knew that every child would outgrow 
his defect and that all we had to decide was 
whether to help him or let him alone, the 
decision still would be a difficult one. Many 
children do not show improvement with 
added maturity, and in these instances the 
original errors are compounded and solidified 
by years of habitual use of faulty methods 
of sound formation. In the case of the child 
whose speech is not improved by the passage 
of time, the decision to do nothing precludes 
the early training that might minimize or 
eliminate the defect before the problem is 
further complicated by psychologic factors. 


Speech Development 

Speech development is an orderly but com- 
plicated process. A knowledge of this process 
is of value not only in determining the se- 
verity of the speech defect, but also in plan- 
ning a program of therapy for the child. 

Since the birth cry is our first vocal ex- 
pression, it might be said that we are using 
our voices from the moment that we set foot 
on this earth. Of course, this first cry does 
not have any specific meaning, but results 
only from the tightening of the vocal folds 
over exhaled air as part of a generalized mass 
tension. The newborn child is not mature 
enough to learn speech, since his speech or- 
gans cannot make the delicate movements 
required for sound formation, he is unable to 
listen attentively to the sounds made by those 
in his environment, and he cannot associate 
words with meaning. During the first month 
of life, there is a breakdown in general mass 
activity, until the focus of movement during 
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vocalization is centered in the speech mech- 
anism and is accomplished without simultan- 
eous involvement of other musculature. Al- 
though it is still difficult for the mother to 
recognize the baby’s needs from the quality 
of his crying, the baby does seem to have 
learned to cry to be picked up, and thus the 
earliest form of oral communication occurs 
at this time. In later months there is a great 
increase in the amount of vocalization and in 
sounds expressing pleasure, such as chuck- 
ling, gurgling, and babbling, as well as in 
crying. There is a growing tendency to use 
sound in order to attract attention. Sounds 
have become differentiated and the mother 
is now able to tell from the quality of the 
sound whether the child is angry, afraid, 
happy, cold, wet, or hungry. The baby’s vo- 
calization now has definite communicative 
value. 


Physiologic Readiness for Speech 

The most critical factor in speech develop- 
ment in the first six months of life is the 
acquisition of physiologic readiness for 
speech. Speech is an overlaid function; that 
is, in talking we utilize muscles and struc- 
tures whose primary roles are played in such 
life-sustaining processes as breathing, mas- 
tication, and deglutition. During the first six 
months the steps toward oral language are 
related chiefly to these vegetative processes, 
and social factors are less critical and sec- 
ondary. 

One of the physiologic changes that takes 
place during the first six months of life is 
a change in breathing. The respiratory rate 
of the newborn baby is too rapid and irreg- 
ular to sustain speech. Gradually, during the 
early months there is a reduction in the 
breathing rate, and the patterns of breathing 
become more rhythmical and uniform. In 
addition to the change in respiratory rate and 
pattern, the inhalation-exhalation ratio must 
be changed. During breathing for life, the 
inhalation phase is slow while the exhalation 
phase is rapid. In breathing for speech we 
inhale rapidly and exhale slowly. This re- 
versal is learned by the child in the first six 
months through crying and vocal play. 

The order of development of consonant 
sounds also show physiologic change. Lip 
activity is, of course, prominent in sucking, 
and the lip sounds (p, b, m), which require 
movements similar to those used in sucking, 
seem to emerge first. As chewing and spe- 
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cific tongue activity are incorporated into 
feeding processes, sounds develop in an order 
of increasing precision; the simplest of the 
sounds produced by the blade of the tongue 
against the gum ridge (t, d, n) follow the lip 
sounds, the gutturals (k, g, and ng) come 
next, and finally the most precise of the con- 
sonants (s, l, r, z, ete.) emerge. 


Sociologic Readiness for Speech 

In the second six months, babbling in- 
creases, and pitch changes and inflections 
are heard. There is much repetition and some 
imitation of sounds. There is much variety 
in sound. This period is a time for acquiring 
sociologic readiness for speech. Social and 
emotional pressures achieve more prominence 
in speech development. The pleasure and en- 
thusiasm evidenced by the adult as he 
watches the child and listens to his vocaliza- 
tions are rewarding to the child. Satisfaction 
of needs in response to vocal signals such as 
grunts and cries fixes the use of vocalization 
as an attention-getting device. 

The first word is almost always an acci- 
dent. In babbling, a combination of sounds is 
produced at a time when an adult happens 
to hear and projects meaning into the vocali- 
zation. The child has already been using 
sounds as a means of getting attention, and 
the pleasure shown by the parents on hearing 
the first “word” will help to insure his con- 
tinued use of the word by rewarding him 
for his effort. This acceptance of a word that 
was not a word at all is extremely important 
in helping the child acquire social readiness 
for speech. 

The year old child has a vocabulary of one, 
two, or three words. He is doing a lot of 
babbling, and there is some jargon—his own 
private language—which makes no sense to 
anyone but him. 

At 18 months of age the child has increased 
his vocabulary to 20 or more words used 
with meaning. This is the commonly accepted 
age for jargon, and much of his “talking” 
consequently will be unintelligible. The child 
of 2 years has a 200-word vocabulary, and 
speech is being used as a tool as well as a 
safety valve. The first sentences have ap- 
peared, and the child speaks in short simple 
phrases. Between the second and third years, 
the outstanding changes are in the rapidly 
growing vocabulary and the use of increas- 
ingly complex sentences. Syntax is being 
learned as well as vocabulary, and there is a 
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need for plurals and genders. The child is 
becoming aware of the past and future, and 
needs more verb forms. 


The period of from 3 to 7 years of age isa 
time for mastering speech pronunciation. The 
average 2-year-old says 32 per cent of his 
sounds correctly ; the 3-year-old, 63 per cent. 
The percentage increases to 77 at 4 years, to 
88 at 5 years, and to 89 per cent at 6 years. 


Between 7 and 8 years of age (girls seem 
to master articulation before boys) the nor- 
mal child is articulating all of his sounds 
correctly. The social use of speech has in- 
creased tremendously ; language is being used 
to discuss more abstract ideas, and words do 
not have to be related to concrete objects. As 
would be expected, the vocabulary increase 
has been considerable and grammar is quite 
good. In short, the child of 7 or 8 years has 
mastered articulation, and further changes 
in speech will be in the areas of vocabulary, 
the expression of increasingly abstract con- 
cepts, and grammar. 


Some Common Causes of Speech Defects 


What can interfere with the rather orderly 
process of speech development during these 
7 or 8 years? We are not considering at this 
time the physical causes of delay, such as 
cleft palate, cerebral palsy, hearing defects, 
and mental retardation, but rather the func- 
tional causes. Among the factors which are 
commonly considered to lead to speech defects 
are (1) over-solicitude on the nart of the 
parents, (2) parental conflict, (3) poor par- 
ent-child relationships, (4) sibling rivalry, 
(5) emotional shock or conflict, (6) lack of 
motivation, (7) improver methods used in 
teaching speech, (8) bilingual conflicts, (9) 
prolonged illness, especially during the first 
year, (10) parental neglect, and (11) undue 
pressure for speech. 


Undoubtedly, there are other factors not 
included on this list. Not all functional speech 
problems stem from the above factors. Nor 
does every child who has been subjected to 
these pressures become defective in speech 
any more than do all the children who have 
been exposed to measles contract that disease. 
We usually find, however, that one factor or 
more frequently a combination of several, 
has been operating in the development of the 
so-called functional articulation defect. It is 
imvortant that these factors be recognized 
and identified, and, if possible, removed or at 
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least alleviated. Excellent progress in im- 
proving speech without the benefit of formal 
training has been made by children when 
the pressures which precipitated or aggra- 
vated the defect have been removed. This fact 
alone warrants careful and intensive evalua- 
tion of the speech-defective child. When it is 
possible to combine a modified environment 
conducive to good speech with sveech ther- 
apy, the child can often be helped to attain 
speech adequate for the demands of daily 
living. 


Conclusion 

It is evident that the sneech-defective child 
needs help. If he is one of those more for- 
tunate individuals who can make his own 
way—that is, if he is one of those who will 
outgrow his defect—he needs help to make 
the road easier. If he is one of the many who 
will go on vear after year with voor speech 
becoming ingrained in habit, the need is 
great. Actually, the only auestion is not 
whether or not. the child should receive help, 
but when he should receive this help. Van 
River has said that “speech is defective when 
it deviates so far from the normal that (1) 
it calls attention to itself. (2) it interferes 
with communication, and (3) it causes its 
nossessor to be maladiusted.”” When we use 
this as a rule of thumb and combine it with 
our knowledge of normal sneech develon- 
ment. we are able to make a fairly 00d es- 
timate as to the level of sneech function in a 
particular child. The child whose speech is 
not commensurate with his chronologic age 
level warrants careful consideration and 
evaluation before any program of treatment 
is decided upon. The benefits accruine both 
to the child and the parents more than out- 
weigh the time and effort involved. 


The imvortance of securing adeauate medi- 
cal treatment, good dental care, surgical re- 
habilitation, and psychologic guidance can- 
not be overestimated. The sveech therapist 
wants and seeks the help and advice of spe- 
cialists in these fields. As a person concerned 
primarily with language and sneech func- 
tioning, how the child talks is of prime con- 
cern to the therapist, but he or she shares 
with all parents and friends of children the 
common desire to help the child have a heal- 
thy, useful, and happy life in his community. 
ity. 


é 


148 


North Carolina Medical Journal 


Owned and published by 
The Medical Society of the State of North Carolina, 
under the direction of its Editorial Board. 


EDITORIAL BOARD 
Wingate M. Johnson, M.D., Winston-Salem 


Editor 
Miss Louise MacMillan, Winston-Salem 
Assistant Editor 
Mr. James T. Barnes, Raleigh 
Business Manager 
Ernest W. Furgurson, M.D., Plymouth 
John Borden Graham, M.D., Chapel Hill 
G. Westbrook Murphy, M.D., Asheville 
William M. Nicholson, M.D., Durham 
Robert W. Prichard, M.D., Winston-Salem 
Hubert A. Royster, M.D., Raleigh 


Address manuscripts and communications regarding 
editorial matter to the 
NORTH CAROLINA MEDICAL JOURNAL 
300 South Hawthorne Road, Winston-Salem 7, N. C. 


Questions relating to subscription rates, advertising, 
etc., should be addressed to the Business Manager, 
203 Capital Club Building, Raleigh, N. C. 


All advertisements are accepted subject to the ap- 
proval of the Council on Pharmacy and Chemistry 
of the American Medical Association. 
Annual subscription, $3.00 Single copies, 50¢ 


Publication office: Carmichael Printing Co., 118 
West Third Street, Winston-Salem 1, N. C. 


“The prime object of the medical profession is to render 
service to humanity; reward or financial gain is a subordinate 
consideration. Whoever chooses this profession assumes_ the 
obligation to conduct himself in accord with its ideals.""—Prin- 
ciples of Medical Ethics of the American Medical Association, 
Chapter 1, Section 1. 


APRIL, 1955 


SALK POLIO VACCINE 
FOUND EFFECTIVE 


One of the greatest triumphs in medical 
history was announced on Tuesday, April 
12—very appropriately the tenth annivers- 
ary of Franklin D. Roosevelt’s death. Dr. 
Thomas Francis, Jr., who conducted the long 
testing period for the polio vaccine made 
under the direction of Dr. Jonas A. Salk of 
Pittsburgh, reported that it was found to be 
80-90 per cent effective against polio, and 
safe. The tests were made in areas where 
polio had been most prevalent. In the most 
gigantic mass test-and-control experiment 
ever conducted under rigid scientific super- 
vision, involving more than 1,800,000 chil- 
dren, it was shown that the vaccine gives 
protection against the most severe types of 
polio virus—those causing paralysis and 
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death. Dr. Francis estimated that is was ap- 
parently 60-70 per cent effective against 
type 1 virus, and 90 per cent or more ef- 
fective against types 2 and 3. In one area 
only 38 children of the vaccinated group 
developed paralysis, against 330 of the un- 
vaccinated. It is quite possible that some 
of the 38 may have been exposed to polio 
before the vaccine had had time to give 
immunity. The only death in the vaccinated 
group was in a child who had his tonsils 
removed two days after the second dose of 
vaccine. Only 0.4 per cent of the children 
suffered minor reactions; none was serious. 

In reply to Ed Murrow’s question in a 
television interview with Drs. Salk, Fran- 
cis, and Alan Gregg, president of the Rocke- 
feller Foundation, Dr. Salk stated that the 
vaccine could be given with impunity to 
children with various forms of allergy. 

As was to be expected, the Federal 
Government’s National Institute of Health 
lost no time in licensing the sale of the vac- 
cine by reputable drug firms. It is estimated 
that enough is now in stock to vaccinate 
from 20 to 30 million children with three 
doses each. Dr. Salk now recommends that 
only two doses be given at intervals of two 
to four weeks; then seven or eight months 
should elapse before a third dose is given 
as a booster. He thinks that this time inter- 
val will not only allow the present available 
supply of vaccine to protect 50 per cent 
more children, but that it will also enhance 
considerably the immunity conferred by in- 
creasing antibody production. 

The National Foundation has available 
enough vaccine to give approximately 9 mil- 
lion children three doses each. If the revised 
dosage schedule recommended by Dr. Salk 
is followed, the number will be increased to 
13,500. This is to be supplied to state health 
officers without charge for vaccination upon 
parental request: 

1. Of children in all communities who are en- 
rolled in the first and second grades of public, 
private and parochial schools as of Spring, 
1955. 

2. Of all children who were enrolled in the 
first three grades of schools in the 217 test 
areas at the time of the 1954 vaccine field trial, 
but who did not receive vaccine. 

The children in the first and second grades 
were selected for the program because of the 
high incidence of paralytic poliomyelitis in this 
group and because of their accessibility as or- 
ganized school units. 

In addition to this stockpile of the Na- 
tional Foundation, a larger supply will 
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shortly be made available to physicians 
through normal channels of distribution by 
six manufacturers with whom the National 
Foundation contracted last year for the man- 
ufacture of its own supply. These companies, 
according to a report to physicians ,dated 
March 29, are: Cutter Laboratories, Eli Lilly 
and Company, Parke, Davis & Company, 
Pitman-Moore Company (Division of Allied 
Laboratories, Inc.), Sharp & Dohme Divi- 
sion of Merck & Co., Inc., Wyeth Labora- 
tories. 

In a television interview with Ed Mur- 
row, Dr. Salk expressed the hope that the 
present supply of vaccine would be used to 
protect the age groups most susceptible. 
The physician can, however, reassure the 
parents and those under their care that 
there is no need to become panicky, since it 
is almost certain that a further supply will 
be available soon, if not at once. No doubt 
nearly all physicians will act in accord with 
the statement made by the Board of Direc- 
tors of the American Academy of General 
Practice at the recent Los Angeles meeting 
of the Academy: 


The academy urges family doctors to coop- 
erate to the fullest in obtaining and adminis- 
tering the polio vaccine to patients who desire 
it. No family should be denied this protection 
for financial reasons. Though the medical pro- 
fession will have no control over the cost or 
supply of the vaccine itself, immunization 
against polio should be administered on the 
same basis as other immunization procedures. 


The importance of the Salk vaccine is hard 
to realize just now. It is not too much to 
hope that polio will become, like diphtheria 
or typhoid, a medical rarity. Mr. Basil 
O’Connor, president of the National Foun- 
dation for Infantile Paralysis, gave the most 
impressive evidence of what it may mean 
when he said that the foundation would 
probably soon have to seek another objective 


to sponsor. 
* * * 


SCARING CONTRIBUTIONS 
OUT OF PEOPLE 


The leading article in the April Ladies’ 
Home Journal, by Miss Dorothy Thompson, 
is very sensible and thought-provoking, In 
the article, entitled “Are We Scaring Our- 
selves to Death?” Miss Thompson points out 
that the voluntary societies formed to fight 
cancer, tuberculosis, heart disease, polio, and 
other ills the flesh is heir to have been com- 
peting with each other for public contribu- 
tions. In order to get the money, they have 
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created “what might be called a philosophy 
of fear. The effectiveness of the fund-raising 
campaigns depended on scaring contribu- 
tions out of checkbooks.”’ 

As if to prove Miss Thompson’s point, Hal 
Boyle devoted two of his syndicated Associ- 
ated Press columns—April 5 and 6—to an 
obvious attempt to scare his readers into 
going to a cancer detection center. He an- 
swered the hypothetical question, “If I had 
cancer, wouldn’t I at least suspect it?” with 
the far from reassuring statement: “In 
many instances, yes; in many, no. Cancer 
has its warning signals, but often they are 
masked.” Then Mr. Boyles quotes some fear- 
inspiring statistics from the American Can- 
cer Society—for example, that during the 
year one American will die of cancer every 
two minutes; that more than 40 million 
Americans now living will develop cancer, 
and 24 million will die of it; that cancer 
will strike in two of every three families. 
“It isn’t merely a disease of old age, as many 
people still believe. Half the cancer deaths 
are in people under 65 years of age. Cancer 
kills more children between 3 and 15 years 
old than any other disease.”’ Finally he in- 
timates that in the cancer detection clinics 
in America — about 280 — is the only real 
hope of having cancer detected; that while 
it is desirable to make every physician’s of- 
fice a cancer detection center, many over- 
worked physicians will not take the time to 
give an apparently healthy person a com- 
plete examination. 


Such propaganda is calculated to make the 
non-medical person reading it, even though 
well balanced emotionally, cancer conscious, 
even to the point of developing a cancer- 
phobia—and a genuine cancerphobia is often 
harder to remove than is an actual cancer. 


While cancer is the disease most dreaded, 
the fear of other diseases is also increased 
by well meant but unwise attempts to “ed- 
ucate the public.”” Miss Thompson makes the 
pertinent suggestion that we should stop 
“searing ourselves to death and consider a 
few encouraging facts,” such as the greatly 
increased life span, the decrease in infant 
and maternal mortality, the control of such 
infections as tuberculosis, typhoid, dysen- 
tery, diphtheria and others. It is inevitable 
that there should be an increase in the de- 
generative diseases, because so many people 
are living to the time of life at which they 
naturally may be expected. 
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As physicians, we can help combat this 
morbid fear psychology by encouraging our 
patients to come for periodic examinations 
and by making these examinations thorough 
enough to satisfy the patient. Not only may 
he be reassured if no evidence of cancer is 
found, but it is often possible to give help- 
ful advice about other conditions which may 
be discovered in a complete examination. 


* * * 


THE PROBLEM OF OBESITY 


In a comedy popular many years ago, a 
man who played the role of sheriff brought 
the greatest laugh from the audience when 
he said wistfully, ‘Nobody loves a fat man.” 
An opposing viewpoint was found in a book 
(title and author forgotten) devoted to the 
personalities of individuals with various 
body types. The author stated that the fat 
man ruled the world, giving as evidence that 
most politicians and most big business exec- 
utives were fat men. The reasoning was 
that the fat man was incapable of great 
physical activity; hence he sat still and 
planned how to make others work for him. 
In order to do so, he cultivated good nature 
and a persuasive manner—literally charm- 
ing others into carrying out his wishes. 

Whether or not either view is correct, one 
must admit that excess weight is a great 
handicap in life. It not only shortens life 
expectancy, but it puts a greater load on 
the weight-bearing joints, on the cardiovas- 
cular system, on the kidneys, and on the 
bodily metabolism. The magnitude of the 
problem of obesity has been emphasized re- 
cently by editorials in the Jllinois Medical 
Journal for March and in the Journal of 
the A.M.A. for March 26. 

Although the favorite “glandular defic- 
iency” explanation of the obese individual 
is not accepted, more and more physicians 
realize that the craving for food usually has 
a psychologic or emotional basis, and that 
it is just as real as the craving for alcohol. 
It may also be as difficult to control] as is the 
desire for alcohol. Before undertaking the 
reduction treatment of an obese patient, the 
J.A.M.A. editorial advises: “It is wise to 
find out why the patient wants to reduce, 
what he really wants out of life, and of 
what he is afraid.”’ Another bit of good ad- 
vice was given in the Illinois Medical Jour- 
nal—to caution the patient not to talk about 
the treatment: “If questioned by the curious, 
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they were to be casual about the whole 
thing.” 

While it is difficult for the average patient 
to adhere to a diet long enough, most of those 
who do so experience such a welcome sense 
of well being and comfort that they are en- 
couraged to persevere in well doing. The 
amphetamine preparations bear much the 
same relation to the treatment of obesity 
that Antabuse does to alcoholism. Neither 
can be depended upon for indefinite use, but 
may help to reinforce the victim’s too feeble 
will power, until he can lose enough to be- 
come convinced that he is much better off 
without excessive fat. 


* * * 


AN ORCHID FOR 
DR. HENRY BAHNSON 


Dr. George Lull’s Secretary’s Letter for 
March 28 has an item that should be of in- 
terest to a'l members of the American Med- 
ical Association, and of especial interest to 
North Carolinians: A.M.A. Trustee Tom 
Murdock is doing well at Johns Hopkins 
Hospital, after excision of a lower thoracic 
arteriosclerotic aneurysm of the aorta, which 
was “about the size of a grapefruit.” At the 
same time an embolus in the left leg was 
dislodged and removed. Dr. Murdock’s many 
friends throughout the nation will be glad 
to know that this modest, unassuming, but 
very efficient gentleman from New England 
is doing so well after such a formidable 
operation. 

North Carolinians will be particularly in- 
terested and gratified to learn that the oper- 
ation was performed by a native son—Dr. 
Henry T. Bahnson of Winston-Salem. 
Henry’s brother, Dr. Reid Bahnson, is now 
practicing internal medicine in Winston- 
Salem. Both these boys are grandsons of the 
late Dr. Henry T. Bahnson, who was one of 
the leading members of the Forsyth County 
Medical Society, and was president of the 
Medical Society of the State of North Caro- 
lina in 1887. 

This JOURNAL extends best wishes to Tom 
Murdock for a complete recovery, and con- 
gratulations to Henry Bahnson for so ably 
carrying on the family tradition. 


Pulmonary tuberculosis cases in adults are more 
efficient foci of infection than similar lesions in 
children owing to the fact that a child swallows his 
respiratory secretions. Philip E, Sartwell, M.D., 
NTA Transactions, May, 1954. 
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COMING MEETINGS 


Medical Society of the State of North Carolina, 
Annual Meeting—Pinehurst, May 2, 3, and 4. 

Duke Medical Postgraduate Courses—Duke Hos- 
pital, Durham, June 20-23; aboard the M. S. Stock- 
holm, November 23-December 5. 

; Southern Pediatric Seminar—Saluda, North Caro- 
lina, July 11-16; 18-23. 

Student Medical Association, 

Chicago, May 6, 7, and 8. 

Trudeau School of Tuberculosis — Trudeau, New 
York, June 1-29. 

American Medical Association, One Hundred and 
Fourth Annual Meeting—-Atlantic City, June 6-10. 


Annual Meeting— 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


A book by Dr. Louis G. Welt, professor of medi- 
cine, University of North Carolina School of Medi- 
cine, entitled Clinical Disorders of Hydration and 
Acid-Base Equilibrium, has just been published by 
Little, Brown and Company, Publishers of Boston 
and Toronto. The book was published simultaneously 
in Canada and Great Britain. 

Dr. Hubert Ashley Royster, professor of surgery, 
chairman of the Department of Physiology, New 
York University College of Medicine, commenting 
on the book as a significant contribution to medical 
literature said, “Every physician in every branch 
of medicine recognizes the importance of salt and 
water balance and is well aware that many ad- 
vances have been made in recent years in the study 
of body fluids .... [the book] is well written, con- 
cise, and represents the carefully considered judg- 
ments of one who has had extensive experience in 
this and related areas. It fills an important gap in 
medical literature.” 

* 

. Hubert Ashley Royster, professor of surgery, 
Fn Ba and former dean of Raleigh Medical De- 
partment (1902-10) was recently honored by initia- 
tion as an honorary member by the Gamma Chap- 
ter of the Alpha Omega Alpha, National Medical 
Fraternity, of the University of North Carolina 
Medical School. 

Initiation ceremonies took place during the chap- 
ter’s annual meeting and banquet at which Dr. W. 
C. George, professor of histology and embryology, 
University of North Carolina School of Medicine, 
delivered the principal address, which was entitled 
“Society, Ideas and Cultural Achievements.” 

* 

Dr. John W. Pearson was appointed instructor 
in the Department of Pharmacology, University of 
North Carolina School of Medicine, on March 1. Dr. 
Pearson was born in Dublin, Ireland, and attended 
Keble College, Oxford, England. 


* 


A research grant for $9,757 has been awarded 
Dr. John B. Graham, of Chapel Hill, associate pro- 
fessor of pathology in the Medical School, by the 
Public Health Service for studies in blood coagula- 
tion. This is the third annual renewal of the grant 
for the study of inhibitory substances in blood clot- 
ting. Associated with Dr. Graham in this study are 
Dr. Mitiyuki Shimizu, a Fulbright Scholar from 
the University of Tokyo, and Mrs. Emily Barrow 
of Chapel Hill. Dr. Graham is a native of Golds- 
boro and a graduate of Davidson College and Cor- 
nell University. 
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The following postgraduate course, offering a 
well balanced series of six meetings, was planned 
in cooperation with a committee of doctors from 
Cleveland and adjoining counties: 


Wednesday, April 6 
4:00 p.m.—Infertility 
7:00 p.m.—The Management of Toxemias of 
Pregnancy 
Dr. Deborah C. Leary, Assistant Professor 
of Obstetrics and Gynecology, University 
of North Carolina School of Medicine 


Wednesday, April 13 
No Meeting—Annual Medical Alumni Day 
Featuring 75th Anniversary of Medical 
Education at the University of North 
Carolina 


Wednesday, April 20 
4:00 p.m.—Management of Constipation 
7:00 p.m.—The Pathologic Physiology of the Gas- 
tro-intestinal Tract — The Basis of 
Symptoms and of Rational Treatment 
Dr. Thomas P. Almy, Associate Professor of 
Medicine, Cornell University Medical 
College 


Wednesday, April 27 
4:00 p.m.—Topic to be announced 
7:30 p.m.—Newer Developments in Pediatric 
Therapy 
Dr. James G. Hughes, Professor of Pedia- 
trics, University of Tennessee School of 
Medicine, Memphis, Tennessee 


Wednesday, May 4 
No Meeting—North Carolina Medical 
Society Meeting 


Wednesday, May 11 
4:00 p.m.—The Eye in General Disease 
7:00 p.m.—The Treatment of Eye Conditions 
in General Practice 
Dr. Frank C. Winter, Assistant Professor 
of Surgery (Ophthalmology), University 
of North Carolina School of Medicine 


Wednesday, May 18 
4:00 p.m.—Emotional Concomitants of Organic 
Disease 
7:00 p.m.—The Psychosomatic Concept of 
Certain Organic Diseases 
Dr. Kerr L. White, Assistant Professor of 
Medicine, University of North Carolina 
School of Medicine 


Wednesday, May 25 
4:00 p.m.—Some Comments on Auscultation 
7:00 p.m.—Some Teaching Cases 
Dr. J. Willis Hurst, Cardiology Department, 
Marylan 
All meetings ant be held at the Cleveland Springs 
Country Club. 


Dr. George Ham, professor of psychiatry, at- 
tended the meetings of the Group for the Advance- 
ment of Psychiatry in Asbury Park, New Jersey, 
April 1-4. Dr. Ham is a member of the Committee 
on Medical Education which has just completed a 
report shortly to be distributed on “The Curriculum 
of the Psychiatric Residency Training Program.” 
On April 4 he spoke on “Some Aspects of Training 
Recreation Personnel in Teaching Hospitals,” dur- 
ing the afternoon session of the Second Southern 
Regional Institute on Hospital Recreation in Chapel 


Hill. 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Duke University recently received $30,000 in 
American Heart Association grants for five re- 
search projects in the field of heart and blood vessel 
diseases, to be conducted at the University during 
1955-1956. 

The Duke investigators and their projects are as 
follows: 

Dr. Bodil M. Schmidt-Nielsen: a study of desert 
animals and of ocean birds to determine the part 
played by the kidney in maintaining a normal bal- 
ance of water and heat in the body; Dr. Gerald S. 
Gordon, research fellow, and Dr. Jack D. Myers: 
a study of chemical processes in the human heart 
under different conditions of activity and health; 
Dr. W. H. Knisley, research fellow under Dr. Eu- 
gene A. Stead, Jr., and Dr. Joseph Markee: a study 
of the effect of various drugs and other forms of 
stimulation upon the blood vessels of the lung; Dr. 
Herbert O. Sieker, research fellow under Dr. Stead: 
how blood circulation is regulated within the small- 
est blood vessels of different organs and tissues, 
under various conditions of activity and disease; 
Dr. Arnold M. Weissler, research fellow under Dr. 
Myers: research in the blood circulation and chemi- 
cal activity of the liver. 

Dr. Stead, professor and chairman of Duke Medi- 
cal School’s Department of Medicine, is vice chair- 
man of the Heart Association’s Scientific Council 
and a member of the National Advisory Arthritis 
and Metabolic Diseases Council. 

Dr. Myers, national secretary of the American 
Society of Clinical Investigation, is an established 
investigator in the circulatory system and heart 
disease. 

* 


Duke University Medical School has just received 
its seventh $30,000 Markle Foundation scholarship, 
the highest number among medical schools through- 
out the United States and Canada. 

This year’s Duke recipient is a Virginian, Dr. 
William S. Lynn, former intern and resident, who 
will rejoin the Duke staff as associate in medicine 
on July 1. The five-year Markle grant becomes ef- 
fective at that time. 

Other Duke medical scientists working under 
Markle grants are Dr. William J. A. deMaria, as- 
sistant professor of pediatrics; Dr. William G. An- 
lyan, assistant professor of surgery; and Dr. Way- 
land E. Hull, assistant professor of physiology. 

Dr. Ivan W. Brown, Jr., associate professor of 
surgery, and Dr. George W. Schwert, associate pro- 
fessor of biochemistry, completed training under 
Markle awards, and Dr. Samuel P. Martin, associ- 
ate professor of medicine, will finish similar train- 
ing in June. 

Dr. Seymour Korkes, associate professor of bio- 
chemistry, was formerly a Markle scholar at New 
York University. 


* * * 


_ Dr. Deryl Hart, Duke University surgeon, has 
just been awarded a special plaque for his movie 
contribution to the American College of Surgeons 
annual program, Cine Clinic. 

The plaque is presented as “a symbol of grati- 
tude from the entire profession” for participation 
in the popular Cine Clinic section of ACS’s annual 
Clinical Congress. The award is made by Davis and 
Geck, Inc. The 25-minute movie is based on opera- 
tion for carcinoma of the breast as performed at 
Duke Hospital. It correlates different types of in- 
cisions with the location of the tumor; depicts the 
technique of operation, with and without skin graft- 
ing; and demonstrates postoperative results. 
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Presented originally at the A.C.S. Congress last 
November, the Duke film has become part of a na- 
tionally circulating medical library. 

Duke Hospital’s Physical Therapy Division will 
double its 1955-56 training program through a 
$12,349 federal grant, Miss Helen Kaiser, director, 
announced here recently. 

The grant from the Health, Education and Wel- 
fare Department’s Vocational Rehabilitation Office 
will provide additional teaching staff and equipment. 
This means that Duke will be able to train 24 in- 
stead of 12 physical therapy students, beginning 
with the division’s next 15-month course in the fall, 
Miss Kaiser explained. 

In addition to the grant, expansion of the Duke 
program is aided by scholarship assistance for qual- 
ified students through various national organiza- 
tions, particularly the National Foundation for In- 
fantile Paralysis, the Elks, and the United Cerebral 
Palsy Association. Scholarship grants also help ex- 
pand the program by providing graduate assistant- 
ships for qualified physical therapists. 


DUKE POSTGRADUATE COURSE 


A unique postgraduate medical course including 
25 hours of formal teaching has been announced 
by Dr. William M. Nicholson, professor of medicine 
and director of postgraduate education of the Duke 
University School of Medicine. The course will be 
given on the high seas, during a 12-day cruise, be- 
ginning at Wilmington, North Carolina, November 
23, aboard the M.S. Stockholm, on which the 1954 
session of the North Carolina Academy of General 
Practice was held last October. 

From Wilmington, the Stockholm will proceed to 
Port-au-Prince, in Haiti; Cartagena, on the coast 
of the Republic of Colombia; the San Blas Islands; 
Cristobal, in the Canal Zone, Kingston, Jamaica; 
thence, back to Wilmington. 

The cruise will be sponsored by the Duke Univer- 
sity School of Medicine and will be operated by 
the Allen Travel service, Incorporated, 550 Fifth 
Avenue, New York 36, New York. Dr. Nicholson 
has suggested that all interested persons write for 
reservations and literature to the Allen Travel Serv- 
ice. Mr. H. H. Allen, president of the Service, has 
made several trips to North Carolina for confer- 
ences, and will be in Pinehurst during the approach- 
ing meeting of the Sate Medical Society, May 1-4. 

The faculty for the 1955 postgraduate course will 
be composed of Dr. Nicholson, Dr. Wilburt C. Davi- 
son, James B. Duke Professor of Pediatrics and 
Dean of the School of Medicine; Dr. Bayard Car- 
ter, professor of obstetrics and gynecology; Dr. 
Barnes Woodhall, professor of neurosurgery, and 
Dr. J. Lamar Callaway, professor of dermatology 
and syphilology. 

The tentative program contains many subjects of 
interest to general practitioners and others in the 
field of medicine. Credit will be given toward the 
150 hours of postgraduate study required every 
three years of members of the Academy of General 
Practice. For further medical details address: Di- 
rector of Postgraduate Education, Duke University 
School of Medicine, Durham, North Carolina. 

Although held under medical supervision with 
postgraduate education as the primary consideration 
the cruise will be open to the public. Participating 
physicians will thus make it possible for all who 
wish to do so to take this tropical cruise this fall. 

Dr. Amos Johnson of Garland, together with Dr. 
Nicholson, Dr. Davison and others, played an im- 
portant part in making the preliminary arrange- 
ments for the cruise. He was also one of the mov- 
ing factors in the 1954 meeting of the North Caro- 
lina Academy of General Practice. 
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NORTH CAROLINA MENTAL HYGIENE SOCIETY 


The annual meeting of the North Carolina Men- 
tal Hygiene Society will be held in Winston-Salem, 
at the Robert E. Lee Hotel on April 25, beginning 
at 12:00 noon. Subject of the program will be “The 
Client, the Clinic, the Community—-A Case Presen- 
tation,” with Dr. John Fowler, of the Durham Child 
Guidance Clinic acting as moderator of a panel com- 
posed of the following participants: Sally White, 
caseworker of the Department of Public Welfare, 
staff members of the Child Guidance Clinic, Me- 
morial Hospital, Chapel Hill; Albert Lynch, psy- 
chiatric social worker; Dr. Milton Rosenbaum, clin- 
ical psychiatrist, and Jane Parker, Department of 
Public Welfare supervisor. Discussants will be Dr. 
Lucie Jessner, Department of Psychiatry, Memorial 
Hospital, and Dr. Robert Barnes, of the Department 
of Psychiatry, Duke University, and consultant to 
the Department of Public Welfare. 


NALLE CLINIC FOUNDATION 


On Friday, April 22, the sixth annual Nalle Clinic 
Foundation Lectures were presented at the Veterans 
Recreation Center, Charlotte. At 5:00 p.m. on this 
date Dr. John M. Beal delivered an address on the 
topic, “Nutritional Problems of Surgical Patients.” 
Dr. Beal is associate professor of clinical surgery 
at Cornell University Medical College and attend- 
ing surgeon of the New York Hospital. 


At 8:00 p.m. on the same evening Dr. Joe Vincent 
Meigs delivered the sixth Brodie C. Nalle Lecture. 
Dr. Meigs’ subject was “Endometriosis.” Dr. Meigs 
is clinical professor of gynecology at Harvard Med- 
ical School and Chief of Vincent Memorial Hospital 
(Gynecological Service of the Massachusetts Gen- 
eral Hospital). 


NORTH CAROLINA TUBERCULOSIS 
ASSOCIATION 


Twenty-two North Carolina doctors attended the 
third Tri-State Tuberculosis Case Conference, spon- 
sored by the North Carolina Trudeau Society, the 
Virginia Trudeau Society, and the West Virginia 
Trudeau society, held March 13-15 at the Hotel 
Roanoke, Roanoke, Virginia. 

The program, as in the past years, consisted of 
the presentation of the first 15 consecutive admis- 
sions after July 1 (1953) to three tuberculosis hos- 
pitals, and a discussion of the cases presented by 
the participants of the conference. 


The institutions invited to present cases were the 
Catawba Sanatorium of Virginia, the Martinsburg 
VA Hospital of West Virginia, and the Eastern 
North Carolina Sanatorium of North Carolina. Dr. 
H. F. Easom presented the cases for North Carolina. 


Serving as moderators for the case presentations 
were Dr. Edgar W. Davis of Washington, D. C., 
Julia M. Jones of New York City, and Dr. William 
B. Tucker of Durham, North Carolina. 


In announcing the state prizes for the 1955 Na- 
tional Employ The Physical Handicapped Essay 
Contest for eleventh and twelfth grade high school 
studients, which are being donated by the North 
Carolina Tuberculosis Association and Affiliates, Dr. 
R. B. C. Franklin, NCTA President, said, “I hope 


that we can, in sponsoring this contest, make a con- 
tribution toward increasing employment opportun- 
ities for the handicapped and at the same time em- 
phasize that the tuberculosis patient is part of the 
physically handicapped group.” 
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BOARD OF MEDICAL EXAMINERS 

The Board of Medical Examiners of the State of 
North Carolina will hold its annual examination at 
the Sir Walter Hotel, Raleigh, June 20-23, 1955. 
Applicants for licensure by endorsement of creden- 
tials will be interviewed on Tuesday, June 21. 

The Board will also meet July 29, at the Mayview 
Manor, Blowing Rock, North Carolina, at which 
time applicants for licensure by endorsement will 
be interviewed. 


NORTH CAROLINA STATE BOARD OF HEALTH 

North Carolina’s home and farm accident death 
toll mounted to a new high of 795 during the year 
1954, it has been revealed by the Accident Preven- 
tion Section of the North Carolina State Board of 
Health. 

According to figures based on official death rec- 
ords on file with the state health agency, all types 
of accidents cost the lives of 2,492 North Caro- 
linians. Of this number 1,143 were classed as motor 
vehicle accident deaths and 1,349 were under the 
category of “nonmotor vehicle accident deaths.” 

Dr. Charles M. Cameron, Jr., the Accident Epi- 
demiologist of the State Board of Health, pointed 
out that one out of every three accident deaths 
in the state in 1954 occurred in the home, on the 
farm, or in a resident institution. : 

“Official records show that home accidents killed 
655 persons, farm accidents took 100 lives, and 
deaths in resident institutions an additional 40 
lives,” Dr. Cameron said. 

He pointed out that resident institution deaths 
are classed in the same category as “home” acci- 
dents, since the resident institution represents the 
daily living place for its residents. 

Total home, farm and resident institution deaths 
for 1953 totaled 739 in North Carolina. Deaths in 
the home showed the largest 1954 increase with a 
jump from 608 in 1953 to 655 in 1954. Farm deaths 
increased from 92 to 100 and deaths in resident in- 
stitutions rose from 39 to 40. 


FLORENCE CRITTENTON HOME 

On April 19, 1882, the Florence Crittention pro- 
gram of service to unmarried mothers was begun 
in the United States. Since that time approximately 
5,000 girls annually have found a haven during a 
difficult period of life. During the time while they 
await their babies in Crittenton Homes, they par- 
ticipate in a constructive program designed to help 
them meet their problems better and to become use- 
ful citizens when they return to their home com- 
munities. 

The Crittenton Home of North Carolina was 
established in Charlotte in February, 1903. The 
purpose of the home, like — the other 52 such 
homes in the United States, “to shelter and care 
for the unmarried mother aa her child, to give 
friendship and guidance to the mother during this 
trying period, and to make the best possible ad- 
justment for both herself and her child when they 
are ready to leave the home. 

During 1954, 243 girls entered the home at Char- 
lotte and remained from three to five months, Of 
these, 87 per cent were girls whose homes were 
in North Carolina. The remaining 13 per cent came 
from eight other states. Twenty-three North Caro- 
lina girls went to Florence Crittenton Homes in 
other states. The homes recognize that often it is 
wiser for a girl to go to a home in another state. 

Of the babies born in the Charlotte home, 50 
were kept by their mothers, 77 were relinquished 
for adoption, 8 are in a hospital or nursery, 47 
are in boarding homes, and 2 are deceased. 

The 1954 report of services rendered reveals a 
total of 17,083 days for 243 mothers, and 2, 452 
days for 184 babies. 
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FORSYTH COUNTY MEDICAL SOCIETY 


The Forsyth County Medical Society held its 
monthly meeting in Winston-Salem on April 12. 
Dr. James O. Burke of the Medical College of Vir- 
ginia spoke on “Gastrointestinal Bleeding.” 


EDGECOMBE-NASH MEDICAL SOCIETY 


The Edgecombe-Nash Medical Society held its 
regular monthly meeting in Rocky Mount on March 
9. 


Dr. J. H. Frierson, Jr., who was in charge of 
the program, presented Dr. Maurice Whittinghill, 
Department of Zoology, University of North Caro- 
lina, as speaker. Dr. Whittingham spoke on the sub- 
ject, “An Arthritis Study in Nash County.” 


NEWS NOTES 


Dr. E. Reid Bahnson has announced the removal 
of his office to the Community Store Building, Salem 
Square, 626 South Main Street, Winston-Salem. His 
practice is limited to internal medicine. 


SOUTHERN PEDIATRIC SEMINAR 


Pediatrics, internal medicine, obstetrics, and gyn- 
ecology will feature the thirty-fifth annual session of 
the Southern Pediatric Seminar, Saluda, North Car- 
olina. The course will be divided into three one-week 
sessions and those who wish to attend may come for 
one, two or three weeks. The first week (July 11-16) 
and the second week (July 18-23) will be devoted 
to pediatrics and internal medicine. The third week 
(July 25-30) will be given over to obstetrics and 
gynecology. 

The faculty of the Seminar consists of men from 
all over the South who are leaders in their respec- 
tive fields. About half of them are members of med- 
ical school faculties and the other half are men in 
private practice. In this way there is a well balanced 
program of the theoretical, the scientific, and the 
practical. 

The seminar is for the general practitioner, and 
is fully accredited by the American Academy of 
General Practice for postgraduate instruction. 
Those desiring further information should write to 
Dr. D. L. Smith, Registrar, 187 Oakland Avenue, 
Spartanburg, South Carolina. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


Presidential Inaugural Ceremony to be Broadcast 

Highlights of the inauguration of Dr. Elmer 
Hess of Erie, Pennsylvania, as one hundred and 
ninth president of the American Medical Associa- 
tion will be broadcast nationwide on Tuesday even- 
ing, June 7, during the Assciation’s one hundred 
and fourth annual meeting. The ceremonies will be 
held in the Ballroom of Convention Hall at Atlantic 
City, New Jersey. 


An added attraction will be an address by the 
celebrated Norman Vincent Peale, D.D., pastor of 
the Marble Collegiate Church of New York City. 
Dr. Peale will speak on “The Relationship of Re- 
ligion and Medicine.” 


Immediately following the formal inaugural cere- 
mony, a reception honoring Dr. Hess will be given 
in the American room of the Traymore hotel. 

More details on time and station of the radio 
broadcast will announced later in the Journal of 
the American Medical Association. 
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A.M.A. to Conduct Nomenclature Institute 

The second series of three-day “classes” on the 
practical applications of the Standard Nomencela- 
ture of Diseases and Operations in the hospital, 
doctor’s office or medical clinic will be conducted 
May 23-25 at A.M.A. Headquarters, Chicago. Cur- 
riculum will include lectures on the theory, basic 
principles and installation of the Nomenclature and 
anatomy relating to the topographic section, and 
practice coding sessions. 

Theory will be taught by Adaline C. Hayden, 
C.R.L., associate editor of Standard Nomenclature, 
A.M.A., and anatomy by Edward T. Thompson, 
M.D., Chief of Programs Operation, Hospital Fa- 
cilities, U.S.P.H.S., Washington, D. C. 

Medical record librarians and others using the 
Nomenclature in their work or others interested in 
installing this system may register for the free 
course by writing to the A.M.A. before May 9. 


* * * 


New Exhibit on Alcoholism 

The startling fact that “one out of 16 adult men 
and women drinkers becomes an alcoholic” is 
borne out in a new medical exhibit on alcoholism 
currently in production by the A.A.A.’s Bureau of 
Exhibits. To be unveiled at the Association’s annual 
meeting in June in Atlantic City, this exhibit dis- 
cusses the etiology, diagnosis and treatment of the 
disease, and shows the progressive stages from an 
occasional drinker to the alcoholic. Particularly 
stressed are the many procedures employed in treat- 
ing acute alcoholic intoxication as well as chronic 
alcoholism, including total abstinence, hospitaliza- 
tion, restoration of fluid balance, and compensation 
for dietary deficiences by prescribing high carbo- 
hydrate intake, vitamins, and so forth. 

In addition, the exhibit points out the ways in 
which various community organizations such as the 
county medical society, local welfare and health de- 
partments, church organizations, and Alcoholics 
Anonymous can help the alcoholic resolve his prob- 
blems. The exhibit, which is being prepared in co- 
operation with the Committee on Alcoholism of 
the Council on Mental Health, will be available for 
showings at state medical society meetings and al- 
lied professional gatherings after July 1. Write 
the Bureau for further information. 

Income Tax Manual 

If you’re still hot under the collar over those 
troublesome income tax forms, now is the time to 
write for one of the A.M.A. Law Department’s 
handy reference manuals on income taxes. Titled, 
“Federal Income Tax Liability of Physicians,” this 
40-page booklet will help you in figuring out next 
year’s forms. Subjects include business expense de- 
ductions, business entertainment expenses, principal 
new provisions of the 1954 tax code affecting phy- 
sicians, and tax aspects of a medical partnership. 
All of the articles were reprinted from the Journal 
of the American Medical Association. 

* * * 


Sex Educational Pamphlets Available Soon 

A new series of sex education pamphlets is in the 
final production stages by the Joint Committee on 
Health Problems in Education of the National Ed- 
ucation Association and the A.M.A. Designed pri- 
marily for parents, teachers and youth leaders, some 
of the pamphlets also are suitable for youngsters, 
and doctors may want to include them in patient 
education progrems. 

The five booklets are: (1) “Parents’ Privileges” 
—f6r parents of pre-school and early school age 
children; (2) “A Story About You”—for children, 
ages nine to 12; (3) “Finding Yourself’—for boys 
and girls, ages 12-15; (4) “Learning About Love” 
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—for both sexes, ages 16-20 and (5) “Facts Aren’t 
Enough”—for adults who have responsibility for 
children or youths which may create a need for an 
understanding of sex education. 

The booklets are scheduled for release about May 
15 and may be obtained from either A.M.A.’s Order 
Department or the NEA headquarters in Washing- 
ton, D. C. Prices are available on request. The Joint 
Committee is composed of five physicians and five 
educators representing the sponsoring organizations. 

Bibliography on Problems of Aging 

An annotated bibliography on medical services 
relating to the aging has been prepared by the 
Committee on Indigent Care of the A.M.A.’s Coun- 
cil on Medical Service. This up-to-date listing con- 
tains references to books, pamphlets and magazine 
articles, some of which are available to physicians 
on a loan basis from the Council. The material has 
been classified according to the various aspects of 
the aging problem—medical, socio-economic, recre- 
ation, housing and general. Copies are available 


from the Council. 
* 


Addition to A.M.A, Film Library 

“The Valiant Heart’ is the title of a new film 
which has been added recently to the library of 
A.M.A.’s Committee on Medical Motion Pictures. 
This 27-minute black and white sound film tells 
the story of an eight-year-old boy suffering from 
rheumatic fever. The manner in which the doctor, 
public health nurse, teacher and neighbors rally to 
help the boy and his family is a dramatic demon- 
stration of the fact that rheumatic fever is a bigger 
problem than any one person or family can handle. 


NATIONAL MULTIPLE SCLEROSIS SOCIETY 


The National Multiple Sclerosis Society has estab- 
lished a limited number of fellowships to encourage 
promising students and scholars to enter the field 
of research related to multiple sclerosis and the 
demyelinating diseases. 

Fellowship candidates are free to elect a train- 
ing institution and sponsor of their own choice. 
However, all candidates are urged to consider a 
training program looking toward preparation for 
a career of research in the broad general area of 
disease. 

Applications may be secured by writing to Harold 
R. Wainerdi, M. D., Medical Director, National Mul- 
tiple Sclerosis Society, 270 Park Avenue, New York 


17, New York. 


STUDENT AMERICAN MEDICAL ASSOCIATION 


Representatives from three medical schools in 
North Carolina will attend the Fifth Annual Con- 
vention of the Student American Medical Associa- 
tion at the Sherman Hotel, Chicago, Illinois, May 
6, 7, and 8. 

A high light of the three-day meeting, which in- 
cludes the official deliberations of the 67 member 
House of Delegates, will be the first annual ban- 
quet, held May 7. Dr. You Chan Yang, Korean am- 
bassador to the U.S., will speak on “Medicine and 
Diplomacy.” The three national winners of the 
S.A.M.A.—Blue Shield Essay Contest will be an- 
nounced at this dinner. 

John A. Oates, Jr., of Bowman Gray School of 
Medicine and President of S.A.M.A., invites all 
members of the medical profession who are in the 
Chicago vicinity during the Convention to attend 
the meeting. 


Louis J. Regan, M.D., a prominent physician- 


lawyer and one of the nation’s best experts on mal- 
practice, will headline a panel on forensic medicine 
Saturday afternoon, along with Irving Goldstein, 
Chicago attorney and leading authority on trial 
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technique. Mr. Goldstein will also preside as judge 
at the moot court featuring S.A.M.A. members and 
representatives of the American Law Student As- 
sociation. 

Forty technical exhibitors, representing the drug 
and equipment industry, will display their products 
at the Convention. Some lucky medic: al student will 
win a seven-day, all expense paid “Millionaires” 
Dream Vacation” to Miami Beach, Florida. In ad- 
dition, several other awards will be made to mem- 
bers who register at the booths in the technical 
exhibit area. 

Sunday’s program features the 
Nicholas Dallis, M.D., creator of “Rex Morgan, 
M.D.,” the popular newspaper feature. Dr. Dallis 
will present the story of his cartoon strip and in- 
troduce the artist who draws it. 

With an expected registration of over 1,000 med- 
ical students and interns, the Convention promises 
to be the largest gathering in the short but success- 
ful history of S.A.M.A. 


appearance of 


MARKLE FOUNDATION GRANTS 


The John and Mary R. Markle Foundation an- 
nounced that 22 faculty members of medical schools 
in the United States and Canada had been appointed 
Scholars in Medical Science, in continuance of a 
program begun in 1948 to aid doctors planning ca- 
reers in academic medicine. The Foundation has 
appropriated $660,000 toward support of these doc- 
tors and their research, to be granted over a five- 
year period at the rate of $6,000 annually, to each 
of the 22 medical schools where they will teach and 
conduct their research. The scholars were selected 
from 52 candidates nominated by medical school 
deans. 

Among the 22 scholars whose appointments begin 
in 1955, and the medical schools that will receive 
the $30,000 grants toward their support for the 
period 1955-60 are: 

The Bowman Gray School of Medicine of Wake 
Forest College, for Alanson Hinman, M.D., instruc- 
tor in pediatrics and associate in ne uropsychiatry ; 
and Duke University School of Medicine, Durham, 
for William Sanford Lynn, Jr., M.D., associate in 
medicine, after July 1; currently, Fellow National 
Research Council, Department of Biochemistry, Un- 
iversity of Pennsylvania. 


Classified Advertisements 


FOR SALE: Office Equipment including 
reception room furniture, air conditioning 
unit, excellent condition. See by appoint- 
— 75-EP, Box 790, Raleigh, North Caro- 
ina. 


Psychosomatic medicine, 36, Board eligible 
in psychiatry, partial credit towards Boards 
in medicine and neurology. University train- 
ed. Considerable experience in general and 
specialty medical practice. Desires associa- 
tion in interesting medical practice. Reply 
to EC/O, P. O. Box 790, Raleigh, North 


Carolina. 


UNUSUAL opportunity to purchase a modern, 
fully equipped 50 bed convalescent home. Well 
constructed hotel-type building with sprinkler 
system throughout and hospital- type elevator. 
Highly rated. Building expansion (25 beds) now 
in process. Reply 53-Lay, P. 0. Box 790, Raleigh, 
North Carolina. 


156 


NORTH CAROLINA MEDICAL JOURNAL April, 1955 


sealed-in-foil 


BRAND 


REAGENT TABLETS 


a rapid, reliable urine-sugar test every 
time because every batch of Clinitest 
Sealed-in-Foil Reagent Tablets is tested 
for stability under conditions as exacting 
as a tropical rainy season—86° to 90° 
temperatures and 95% humidity. 


Clinitest Reagent Tablets, Sealed in Foil, 
boxes of 24 and 500. 


AMES DIAGNOSTICS 
Adjuncts in Clinical Management 


AMES COMPANY, INC + ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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PAN AMERICAN ASSOCIATION OF 
OPHTHALMOLOGY 


Ophthalmologists of the Western Hemisphere will 
assemble for the Fifth Pan American Congress of 
Ophthalmology in Santiago, Chile, January 9 to 
14, 1956, under the presidency of Dr. Moacyr E. 
Alvaro, of Sao Paulo, Brazil. 

Thirty or more eye specialists from the United 
States will take part in the program, which is to 
include symposiums on the following topics: glau- 
coma, collagen diseases, strabismus, detachment of 
the retina, tumors of the eye, plastic surgery, phy- 
siopathology and surgery of the crystalline lens, 
tropical diseases affecting the eye, psychosomatic 
diseases, visual fields and neuroophthalmology. 


AMERICAN COLLEGE OF 
GASTROENTEROLOGY 


The American College of Gastroenterology, in 
cooperation with the Ames Company of Elkhart, In- 
diana, takes pleasure in announcing the establish- 
ment of the Ames Award Contest for the best 
papers in gastroenterology. 

There will be three classes of awards as follows: 

Fellows or residents of gastroenterology: first 
prize—$250.00, a certificate of merit, and a 1-year 
subscription to the American Journal of Gastroen- 
terology, official publication of the American Col- 
lege of Gastroenterology; second prize—$50.00, a 
certificate of merit, and a l-year subscription to 
the American Journal of Gastroenterology. 

First or second year interns: first prize—$250.00, 
a certificate of merit, and a 1-year subscription to 
the American Journal of Gastroenterology; second 
prize—$50.00, a certificate of merit, and a 1-year 
subscription to the American Journal of Gastroen- 
terology. 

Best paper published: for the best paper published 
in the American Journal of Gastroenterology, dur- 
in the 12 months ending June 30, 1955, for which 
no prize has been previously awarded, $100.00. 

All papers submitted must represent original 
work in gastroenterology, must not have been pre- 
viously published, except for abstracts or short pre- 
liminary reports, and must not have been previously 
presented at any national meetings. 

The contents of the papers can be on clinical or 
basic science. Clinical papers must not be case re- 
ports, but controlled clinical work. 

The length of a paper is no criterion for original- 
ity or value. 

All entries for the 1955 prizes, with the excep- 
tion of those already published in the American 
Journal of Gastroenterology, must be typewritten 
in English, double-spaced on one side of the paper 
and submitted in six copies. 

The winning entries will be selected by the Re- 
search Committee of the American College of Gas- 
troenterology and the awards will be made at the 
Annual Convention Banquet of the College, to be 
held in Chicago, in October, 1955. 

All papers selected for awards become the prop- 
erty of the American College of Gastroenterology 
and the decision of the judges will be final. Should 
none of the papers submitted meet the standards 
set by the Committee, the Committee reserves the 
right to withhold the making of any award. 

The recipients of the first prizes will present 
their paper in person at the annual meeting of the 
College. 

All unpublished entries must be received no later 
than September 1, 1955, and should be addressed 
to the Research Committee, American College of 
Gastroenterology, 33 West 60th Street, New York 
23, New York. 
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TRUDEAU SCHOOL OF TUBERCULOSIS 


Despite the closing of the clinical facilities of the 
Trudeau Sanatorium, the forty-first session of the 
Trudeau School of Tuberculosis will begin Wednes- 
day, June 1, and continue to June 29. 

The staff, facilities and skills of the Trudeau or- 
ganization laboratories, of the various sanatoria in 
the Saranac Lake area, and of the practicing tuber- 
culosis specialists of Saranac Lake, will be called 
upon as in the past to present the program. 

Registration will be limited and it is suggested 
that those planning to attend make early applica- 
tion for enrollment. 

The tuition is $100, payable to the Trudeau School 
on or before the opening date, June 1, 1955. A few 
scholarships are available for those individuals who 
can qualify. 

The Trudeau School of Tuberculosis has been ap- 
proved for training of veterans under Public Laws, 
and any applicant desiring to obtain veteran’s bene- 
fits should clear his registration with the Veterans 
Administration before the session begins. 

Applications and more detailed information may 
be obtained from: Secretary, Trudeau School of Tu- 
berculosis, Box 200, Trudeau, New York. 


HEBREW MEDICAL JOURNAL 


The Hebrew Medical Journal, under the editor- 
ship of Moses Einhorn, M.D., of New York, has 
marked its twenty-seventh year of existence by the 
issue of two volumes in 1954. Written in Hebrew, 
with English summaries, the journal has played 
an important part in the creation of a medical lit- 
erature and terminology in the language of the 
Bible. 

_ The editorial office of the Hebrew Medical Journal 
is at 983 Park Avenue, New York, New York. 


THE HEART OF GOOD 
BOILING STERILIZATION 


This Castle instrument sterilizer is the heart 
of any good water sterilization. It is designed 
to make your sterilizing easier and safer. 

“Full-Automatic” control protects technique 
and instruments; pilot light replaceable from 
front. The lifetime cast-bronze boiler is sloped 
for easy draining, and the interior is tin 
coated to prevent spotting. Available in 13”, 
16” and 17” sizes. 


CAROLINA SURGICAL 
SUPPLY COMPANY 


~ DURHAM 
NORTH CAROLINA 


RALEIGH 
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SOCIETY FOR THE PREVENTION OF 
ASPHYXIAL DEATH, INC. 


Thursday evening March 24 the Society for the 
Prevention of Asphyxial Death Inc. held its twenty- 
second annual meeting at its headquarters the 
New York Academy of Sciences, 2 East 63rd Street, 
New York City. 

It was announced that, through the interest and 
cooperation of the American Medical Association, 
a much enlarged, sustained and effective program 
to prevent asphyxiation, was to be activated. 

In accordance with the recommendations of the 
Board of Trustees of the American Medical Asso- 
ciation, dated February 18, 1955, the S.P.A.D. will 
work directly with the Councils and Specialty Sec- 
tions of the A.M.A. to reduce morbidity (complica- 
tions) and mortality (deaths) from asphyxia in 
the total field of medicine. 

The Society announced that Dr. Walter Martin, 
president of the American Medical Association, Dr. 
Frank Krusen, chairman of the Council on Physical 
Medicine and Rehabilitation, and Dr. Torald Soll- 
mann, chairman of the Council on Pharmacy and 
Chemistry, have become members of the Advisory 
Board of the Society for the Prevention of As- 
phyxial Death Ine. 


AMERICAN INDUSTRIAL HYGIENE 
ASSOCIATION 


The many different and complex problems of in- 
dustrial hygiene will be thoroughly discussed by 
specialists before the meeting of the American In- 
dustria Hygiene Association, April 25 to 28, at the 
1955 Industrial Health Conference in the Memorial 
Auditorium, Buffalo, New York. 

The four-day sessions will encompass topics of 
every phase of occupational health and hygiene in 
the form of panel discussions, seminars, lectures, 
and demonstrations. This annual exchange of ideas 
and experiences is considered by most hygienists as 
a “postgraduate course.” Commercial and scientific 
exhibits will further illustrate the progress in the 
methods of reducing health hazards and improving 
health conditions in industry. 

The Industrial Health Conference, which ends the 
following day, April 30, also will include meetings 
of the American Conference of Governmental In- 
dustrial Hygienists, the Industrial Medical Associ- 
ation, the American Association of Industrial 
Nurses, and the American Association of Industrial 
Dentists. 


DEPARTMENT OF THE ARMY 

Major General Silas B. Hays, Army Medical 
Corps, was nominated today by President Eisen- 
hower to be The Surgeon General of the Army, ef- 
fective June 1, 1955. General Hays, who has been 
Deputy Surgeon General for the past four years, 
succeeds Major General George E. Armstrong, who 
is scheduled to retire from active duty. 

* 


U. S. DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 


Dr. John B. Hozier, a career medical officer in 
the Commissioned Corps of the Public Health Serv- 
ice, Department of Health, Education, and Welfare, 
has been named chief of the Office of Health Emer- 
gency Planning of the Public Health Service, Sur- 
geon General Leonard A. Scheele has announced. 

The Office of Health Emergency Planning is re- 
sponsible for assuring the carrying out and co- 
ordinating of those civil defense responsibilities as- 
signed to the Public Health Service under FCDA 
Delegation No. 1 to the Department of Health, Ed- 
ucation, and Welfare. 
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U. S. ATOMIC ENERGY COMMISSION 


The Atomic Energy Commission stated recently 
that medical and biological information developed 
by its scientists on the effects of nuclear radiation, 
blast, flash burns, and fallout is made public as 
rapidly as it can be properly evaluated and corre- 
lated. 

The Commission denied that the medical profes- 
sion is refused access to the results of its studies 
of the effects of nuclear explosions on human beings 
and animals and methods for treating casualties. 

It is the Commission’s long-standing policy that 
the American people and medical science should be 
informed, as rapidly as possible, of the biomedical 
aspects of atomic energy. 

A large amount of information of this nature 
has been made public, and the Commission’s report 
of February 15 on the effects of high-yield themo- 
nuclear explosions declassified much additional in- 
formation. 

The only biomedical data which remain classified 
is in piecemeal or incomplete form and therefore 
inadequate for use by the medical profession. As 
soon as such information is brought into compre- 
hensive and helpful form it is published, in line 
with the Commission’s established policy. 


NATIONAL HEARING WEEK 


The twenty-seventh observance of National Hear- 
ing Week, May 1-7, has the endorsement of Presi- 
dent Eisenhower, eight members of his Cabinet and 
other federal government officials interested in the 
problems of an estimated 15 million Americans who 
have some degree of hearing loss. Governors of 
many states have issued proclamations or state- 
ments calling attention to Hearing Week. 

National Hearing Week is sponsored annually by 
the American Hearing Society, 817 14th St., N. W., 
Washington 5, D. C. Purpose of the campaign is to 
inform the public about facilities available to the 
hard of hearing and to stress the need for expan- 
sion of such services. 

President of the American Hearing Society is 
Herschel W. Nisonger, Ohio State University, Co- 
lumbus, Ohio. Crayton Walker is executive director 
at national headquarters. 


AMERICAN HEARING SOCIETY 


Appointment of Crayton Walker, Columbus, Ohio, 
as executive director of the American Hearing So- 
ciety has been announced by Herschel W. Nisonger, 
president of the agency and faculty member at Ohio 
State University. Mr. Walker, who assumed admin- 
istrative duties at headquarters March 1, succeeds 
W. Earl Prosser. The latter resigned to accept a 
position with the United Health and Welfare Fund 
of Michigan. 


INSTITUTE OF LIFE INSURANCE 


The Institute of Life Insurance heart film “A 
Matter of Time” is receiving nationwide acceptance 
by television stations and community groups 
throughout the country. 

Filmed in 16 mm. Kodachrome and adapted to 
black and white, the film has been shown on 335 
local TV stations and three networks. 

Produced by the Institute of Life Insurance for 
the Life Insurance Medical Research Fund, “A 
Matter of Time” is a 15-minute progress report of 
the accomplishments to date and hopes for the fu- 
ture in medical sciences war on our Number One 
killer—heart disease. The film is available in 16 
mm. color and black and white prints for public 
service TV and group showings upon application 
to Association Films, Inc., 347 Madison Avenue, 
New York 17, New York. 
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ADVERTISEMENTS 


XXI 


PRO-BANTHINE® FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 
hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved ::nticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use" 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis, It 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion” which “‘re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal’s? series ‘Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (8-diisopropylaminoethy! xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 
2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 


(Sept.) 1953. 
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Specializing in the Treatment of Aleoholism 
THE KEELEY INSTITUTE 


447 W. WASHINGTON ST. PHONE 2-4413 
GREENSBORO, N. C. 


ED WITH THE COUNCIL ON EDUCATION AND HOSPITALS OF AMERICAN MEDICAL ASSOCIATION. 
MEMBER NORTH CAROLINA HO®PITAL ASSOCIATION. 


MEMBER AMERICAN HOGPITAL ASSOCIATION. 


REGISTER 


April, 1955 


ADVERTISEMENTS XXIII 


Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 
allergies... 


Supplied: 

5 mg. tablets in bottles of 50 
10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


@®REGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTISONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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With “Premarin,” relief » 


of menopausal distress is \ 


: prompt and the “sense of well-being” 
imparted is highly gratifying 
to the patient. % 


“Premarin”@ — Conjugated Estrogens (equine) 


5513 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


125-BED PRIVATE PSYCHIATRIC HOSPITAL FOR THE TREATMENT OF NERVOUS 
AND MENTAL DISORDERS, INCLUDING ALCOHOLISM AND ADDICTION. 


JAMES P. KING, M.D., Director 


JAMES K. MORROW, M.D. THOMAS E. PAINTER, M.D. DANIEL D. CHILES, M.D. 
JAMES L. CHITWOOD, M.D., Medical Consultant 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 
1400 BLAND STREET 


BLUEFIELD, W. VA. 
DAVID M. WAYNE, M.D., Director 
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PREOPERATIVE SEDATION... 


one of the 44 uses for 


short-acting NEMBUTAL 


(Pentobarbital, Abbott) 


Just 0.1 Gm. (1% grs.) of short- 
acting NEMBUTAL the night before 
and 0.1 to 0.2 Gm. (11% to 8 grs.) two 


hours before operation will allay ap- 
prehension, induce sleep and decrease 
the amount of general anesthetic 


needed. And with these advantages: 


a » Short-acting NEMBUTAL can 
produce any desired degree of cere- 
bral depression—from mild seda- 
tion to deep hypnosis. 


> The dosage required is small— 
only about one-half that of many 
other barbiturates. 


/ => Hence, there's less drug to be in- 
st activated, shorter duration of effect, 
wide margin of safety and little 
tendency toward morning-after 
hangover. 


e In equal oral doses, no other bar- : 
biturate combines quicker, briefer, 


more profound effect. Abbott 
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BRAWNER’S SANITARIUM 
ESTABLISHED 1910 
SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 

FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 

Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 
Jas. N. BRAWNER, M. D. Jas. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M. D. 
P.O. Box 218 Phone 5-4486 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, electro- 
shock, psychotherapy, occupational and recreational 
therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 
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The very attributes that make Jaguar the 
world’s foremost sports car make it particularly 
suitable to your exacting profession. 


The speed that brought Jaguar home a winner 

in over 46 major races ... for your emergency calls. 
Maneuverability ... that weaves you through 

the worst traffic. Oversize racing brakes... 

for quick stops and safety under all conditions. 
Dependability . . . so necessary in your active practice. 
For instance, a Jaguar hard top coupe was driven 


7 continuous days and nights...16,851 non-stop miles... 
at an average speed of over 100 m.p.h. Yet after 
this grueling test, technicians found it would have 
passed new car inspection! 


just what the doctor ordered! 


The new Jaguar coupe... with its quiet good 
looks, world renowned XK-140 engine and very much 
enlarged space behind the front seat ...is truly 
Rx for you! Arrange for a demonstration today! 


XK-140 Super Sports Coupe... 


$3795 
Port of Entry, 
White walls extra. 


JAGUAR 


Re Rinost car off its lass in the world 


IMPERIAL MOTORS IMPERIAL CENTER MOTORS ALEXANDER & MANN MOTOR CO. 
409 N. Tryon 310 Rigsbee Avenue 234 Commerce Place 
Charlotte Durham Greensboro 


Edison 4-3198 6-0793 3-2882 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
Medicine: 
Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 


Alexander G. Brown, III, M.D. 


John D. Call, M.D. 


Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 


Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B. Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Edward G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D. 


Physiotherapy: 
Miss Etheleen Dalton 


Anesthesiology: 
William B. Moncure, M.D. 
Heth Owen, Jr., M.D. 


Charles C. Hough 


JAMES W. VERNON, M.D. 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


E. H. E. TAYLOR, M.D. 


J. T. VERNON, M.D, 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRITY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. Equipped 


for treatment by approved methods. Billiards, tennis and other diverting amusements. Located 
in Piedmont North Carolina, the climate is mild and invigorating at all seasons. 


The three medical officers of the staff reside at the sanatorium and devote their full time to 


the care and service of the patients. 
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“an effective antirheumatic agent”* 


nonbormonal anti-arthritic 


BUTAZOLIDIN® 


(brand of phenylbutazone) 


relieves pain improves function resolves inflammation 


The standing of BuTazoLipIN among today’s anti-arthritics is at- 
tested by more than 250 published reports. From this combined 
experience it is evident that BuTAZOLIDIN has achieved recognition 
as a potent agent capable of producing clinical results that compare 
favorably with those of the hormones. 

Indications: Gouty Arthritis Rheumatoid Arthritis Psoriatic Arthritis 


Rheumatoid Spondylitis Painful Shoulder Syndrome 
Butazouip1n® (brand of phenylbutazone) red coated tablets of 100 mg. 


*Bunim, J. J.:; Research Activities in Rheumatic Diseases, Pub, Health Rep. 69:437, 1954, 


Bin GEIGY PHARMACEUTICALS 


Division of Geigy Chemical Corporation, 220 Church Street, New York 13, N.Y. ‘ 


4esss 


off hy 
AN 


XXX ADVERTISEMENTS 


April, 1955 


Something NEW 
is Cooking 


MORE INSURANCE NOW AVAILABLE 


@ HOW THESE AMOUNTS 


WOULD HELP IN PAYING ESTATE TAXES IN 
CASE YOU ARE ACCIDENTALLY KILLED... 


SPECIFIC BENEFITS ror cose oF 
QtmM® OR LIMBS FROM ACCIDENTAL INJURY 


HOSPITAL INSURANCE ALSO FOR OUR 
MEMBERS AND THEIR FAMILIES 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass'ns. 
Omaha 2, Nebraska 


Whenever 
the diet is fauity, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 


increases the flow of 
digestive juices, 

provides: supplementary 
Kyle amounts of vitamins, minerals 
. and soluble proteins, 


extra-dietary vitamin By, 


protective quantities of 
@>, potassium, in a palatable and 
» «, readily assimilated form. 
Debilirating 
gastrointestinal 


: a 


Supplied in bottles of 2 or 6 fluidounces, 


Dosage is 1 teaspoonful two or three times daily; 
two or three times this amount for potassium 
therapy. 


VALENTINE Company, Inc. 


RICHMOND 9, VIRGINIA 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


: * A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


a The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia — Phone Salem 4761 


*Hermevit is the exclusive trade mark of the White Gross Hormones-Vitamin Treatment Copyright 1962, H. N. Alford, Alfenta, Ge: 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under 
our staff of visiting physicians. 


Under the Professional Charge of 


. Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


GLENWOOD PARK SANITARIUM 


Founded by 


GREE 
W. C. ASHWORTH, REENSBORO 
North 
1904 Carolina 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


WortH WILLIAMS, Business Manager R. M. Bure, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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WESTBROOK SANATORIUM 


eA private psychiatric hospital em- Staff PAUL. M.D. 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D, 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and THOMAS F. COATES, M.D. 
Associate 


R. H. CRYTZER, Administrator 


mental disorders and problems of 
addiction. 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


Save Your 
US ou y 


(And Get Your Money Too) 


You can normally count on your secretary to do the 
job she is qualified for, Doctor. But why wear out her 
patience, and lose your patients, by having her try to 
solve the problem of past-due accounts? 

When it comes to good public relations (your only 
form of advertising) you can count on your well-qualified 
Medical-Dental Credit Bureau. In the most ethical manner, 
they help you turn your past-due accounts into cash... 
and in many cases, turn ex-patients into patients. 

Your nearest Medical-Dental Credit Bureau will gladly 
give you information ... without obligation... regarding 
your own collection problems. 

Call or write today! 


MEDICAL-DENTAL CREDIT BUREAUS 


Charlotte—212 N. Torrence St.—Phone FR 7-1529 High Point—513 Security Bank Bldg.—Phone 3955 
Greensboro — 216 Commerce Pl. — Phone 3-8255 Lumberton — 115 W. Second St. — Phone 3284 
Winston-Salem—624 Nissen Bldg.—Phone 4-8373 


North Carolina Members — National Association Medical - Dental Bureaus 
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“SYRUP OF ‘ANTEPAR’ Citrate brand 
Piperazine Citrate 


of 4 fluid ounces, 1 pintand 1 gallon. 


“TABLETS OF ‘ANTEPAR’ Citrate brand 
Piperazine 


BURROUGHS WELLCOME & CO. (U. S.A.) INC. 
Tuckahoe, New York 


Sims’ Service 


is 
An Estate Analysis 


It minimizes YOUR ESTATE 
TAXES and INCOME TAXES 


for your beneficiaries. 


Many North Carolina physicians 
have benefited from Sims’ Service. 


Your inquiry is invited. Client list 
(name use has been approved) is 
available upon request. 


CHARLES H. SIMS, C.L.U. 
ASSOCIATE GENERAL AGENT 
STATE MUTUAL LIFE ASSURANCE CO. 
512 SOUTHEASTERN BUILDING 
GREENSBORO, N. C.— TELEPHONE 2-1086 


Service to Professional Men for Over 20 Years. 


Thompson 


FOR 
EXCEPTIONAL 
CHILDREN 


Year-round private 
home and school for 


Homestead 
School infants, children and 
adults on pleasant 


250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. BAScomM THOMPSON, Principal 


FREE UNION VIRGINIA 


April, 1955 


XXXIV | 
WSs 
j 
for “This Wormy World” | 
at 
PINWORMS 
ROUNDWORMS 
‘Bottle: of = 
Pads of directions sheets for patients avail- : 


April, 1955 ADVERTISEMENTS XXXV 


believe 
_ there is no substitute for - 


“KNOW-HOW” 


Only a doctor can best specify 
the scientific requirements for 
correct sleeping posture, health- 
ful sleeping comfort. That’s why 
Sealy enlisted the judgment and 
skill of members of the medicai 
profession itself in developing 
the “world’s largest selling mat- 
tress designed in cooperation 
with leading Orthopedic Surgeons” . . . the superb 
Sealy Posturepedic Mattress. The spine-on-a-line 
support, the relaxing resiliency of this finer, firmer 
mattress merit your early attention. 


POSTUREPEDI¢ 


innerspring mattress 


* PROFESSIONAL DISCOUNT 
* 


*To acquaint physicians everywhere 
with the exclusive features of this 
mattress, Sealy offers a special pro- 
fessional discount on the purchase of 
the Sealy Posturepedic for the doc- 
tor’s personal use only. Now doctors 
may discover for themselves, AT SUB- 
STANTIAL SAVINGS, the superior 
support, the luxurious comfort of the 
Sealy Posturepedic. See coupon below 
for details. 


SEALY Has FREE Reprints 
of the booklets named in the coupon 
below and will be happy to forward 
you quantities for use in your office. 


ADVERTISED 


SEALY OF THE CAROLINAS : 
Lexington, North Carolina : 
Gentlemen: Please send me 
without charge: 
——Copies of “The Orthopedic Surgeon Looks 
g at Your Mattress” 
—Copies of “A Surgeon Looks at Your 
Child’s Mattress” 
——Please send free information on profes- 
sional discount 
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jgitalis 


in its completeness 


35 
Digitalis 


(Davies, Rose) 


OAVIES, ROSE & CO. Lid. 
Seston, Mass. A 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 


therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 


Foot-so-Port | 


e Shoe Construction and y 
its Relation to f 
Center Line of = 

Body Weight 


1. The highest percent of sizes in the shoe business are 
sold in Foot-so-Port shoes to the big men and women who 
have found that Foot-so-Port construction is the strongest, 

@ The patented arch support construction is guaranteed 
not to break down. 

@ Special heels are longer than most anatomic heels and 
maintain the appearance of normal shoes. 

@ Insole extension and wedge at inner corner of the heel 
where support is most needed. 

@ Innersoles are guaranteed not to crack, curl, or col- 
lapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

2. Foot-so-Port lasts were designed and the shoe con- 

struction engineered with the assistance of many top 

orthopedic doctors. We invite the members of the medi- 
cal profession to wear a pair — prove to yourself these 
statements. 

3. We make more pairs of custom shoes for polio feet and 

all types of abnormal feet than any other manufacturer. 


FOOT-SO-PORT SHOES for Men, Women & Children 


There is a FOOT-SO-PORT agency in all leading 
towns and cities. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephones 1004-1005 
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for seborrheic dermatitis patients 


504093 


SELSUN 


... brings quick, sure relief. Just two or three SELSUN applica- 
tions relieve itching, burning scalps. Four or five more completely 
clear scaling. Then each SELSuN application keeps the scalp free of 
scales for one to four weeks. And SELSUN completely controls 81- 
87% of all seborrheic dermatitis cases, 92-95% of dandruff cases. 


. . . With no daily care or ointments. Your patients will find 
SELsuN remarkably easy to use. It is applied and rinsed out while | 
washing the hair. Takes only about five minutes — no ointments oS 


or overnight applications. Leaves hair and scalp 
clean. In 4-fluidounce bottles, prescription only. Obbrott 


®SELsuN Sulfide Suspension/Selenium Sulfide, Abbott 
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0 MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 


this office—collect. We’ll do 


our best to help you — and 


101) 
.L.CRUMPTON 


there’s no obligation on your 


part. 


: THIS IS THE ACCIDENT AND HEALTH 
5 PLAN ESTABLISHED BY THE STATE 
SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Accident and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 
$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 
5,000.00 15,000.00 75.00 weekly 131.00 66.00 
5,000.00 20,000.00 100.00 weekly 175.00 86.50 


($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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ASHEVILLE 


and alcohol habituation. 


facilities including electroencephalography and 


Diplomate in Psychiatry 
For rates and further information write 


APPALACHIAN HALL 


ESTABLISHED — 1916 


An Institution for sn diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 
Insulin Coma, Electroshock and Psychotherapy ye employed. The Institution is equipped with complete laboratory 
ray 


Appalachian Hall is lecated in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wo. RAY GRIFFIN, SR., M.D. MARK A. GRIFFIN, SR., M.D. Wo. RAY GRIFFIN, JR., M.D. 


Diplomate in Psychiatry 


NORTH CAROLINA 


MARK A. GRIFFIN, JR., M.D. 


APPALACHIAN HALL, ASHEVILLE, N. C. 
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Chloromycetin. 


The rising incidence of bacterial resistance to various 
antibiotics constitutes a serious therapeutic problem. Many 
infections, once readily controlled, are now proving 
difficult to combat. Administration of CHLOROMYCETIN 
(chloramphenicol, Parke-Davis) is often useful in 

these cases because this notable, broad-spectrum antibiotic 
is frequently effective where other antibiotics fail. 


“ 


...An advantage of CHLOROMYCETIN appears to be its relatively 
low tendency to induce sensitization in the host or 
resistance among potential pathogens under clinical conditions.”* 


CHLOROMYCETIN is a potent therapeutic agent and, 
because certain blood dyscrasias have been associated with its 
administration, it should not be used indiscriminately 
ad or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 


4c 4 *Pratt, R., & Dufrenoy, J.: Texas Rep. Biol. & Med. 12:145, 1954, 


; PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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UNSURPASSED 


HYPOALLERGENIC 


SOYA FORMULA 


MILK-FREE 


FOR INFANTS 


. .. due to exclusive formulation and dramatic new processing 
methods 


e pleasant, bland flavor ...no “burned or raw bean”’ taste 
... color is light, appetizing, “formula-like.” 


@ exceptionally well tolerated . . . stools satisfactory . . . does 
not cause diarrhea or other gastrointestinal disturbances 
... babies take feedings well. 


@ easy to prepare—1 part Liquid Sobee to 1 part water for a 
formula supplying 20 calories per fluid ounce. 


Liquid Sobee® is a well balanced formula, not a mere “‘soy- 
bean milk’... caloric distribution based on authoritative 
recommendations for infant formulas...no added car- 


bohydrate needed. 


@ new processing methods prevent usual destruction of amino 
acids and important B vitamins . . . Liquid Sobee supplies 
4.8 mg. of iron per quart of normal dilution. 


The important first step in management of infant food sensitiv- 
ities is Liquid Sobee. Because milk is the most common 
offender,!:?:3.4 many physicians start infants on Liquid Sobee 
at the slightest suspicion of food allergy. 


Available in 15% fl. oz. cans 


(1) Butler, A. M., and Wolman, I. J.: Quart. Rev. Pediat. 9: 63, 1954, 
(2) Moore, |. H.: Journal-Lancet 74: 80, 1954, (3) Collins-Williams, C.: 
J. Pediat. 45: 337, 1954. (4) Clein, N. W.: Ann. Allergy 9: 195, 1951. 
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